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Portrait of Monsignor Griffin Unveiled 


Bacon Library, American Hospital Association 


in the presence of a distinguished gath- 

ering of hospital executives and friends, 
the portrait of Right Reverend Monsignor Maurice 
F. Griffin, senior member of the Board of Trustees 
of the American Hospital Association, which was 
presented to the American Hospital Assocation by 
an anonymous donor, was unveiled in the Bacon 
Library. 


O* the afternoon of Saturday, February 15, 


In opening the afternoon’s ceremony, President 
Black said, “We are assembled to unveil a portrait 
of a man we all delight to honor, a man who for 
twenty years or more has helped to develop and 
guide our Association, a friend for whom we have 
a deep and lasting affection, the senior trustee 
of the American Hospital Association, The Right 
Reverend Monsignor Maurice F. Griffin. 


“Doctor Bert W. Caldwell will introduce the 
artist who painted the portrait.” 


Doctor Caldwell said, “Among the blessings that 
Civilization and peoples have enjoyed always has 
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been the heritage they have received from gifted 
people, those great artists who have transferred 
on canvas, metal, or wood, or sculptured from 
stone the likenesses of those characters among 
them who have contributed a great deal to the 
happiness of the community and the advancement 
of civilization. 


“The gifted artist who has painted this portrait 
is an artist of distinguished reputation whose 
entire life has been engaged in the portraiture of 
those who have done a great deal to help their 
own communities and their civilization. She 
is noted as a painter of miniatures and portraits, 
and has reproduced on ivory and canvas the fea- 
tures of smiling children and of men and women 
grown famous, and these are her gifts to this 
civilization. 


“T would like to present to you the gracious lady 
and distinguished artist who painted this portrait, 
Miss Anna Lynch.” 


Miss ANNA LYNCH rose to acknowledge the 
introduction. 
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PRESIDENT BLACK: We will now hear a few 
words of greeting. from Reverend Alphonse M. 
Schwitalla. 


FATHER SCHWITALLA: Mr. Chairman, Right 
Reverend Monsignor, Ladies and Gentlemen: 


I am not here in my own right, because if I 
were, you would all have an equal right here and 
say a few words to honor Monsignor Griffin. 


Much as I am proud to look upon him as my 
friend, and much, therefore, as I value this oppor- 
tunity of saying a word about him and my rela- 
tions with him, I feel I stand before you as the 
embodiment of what Monsignor Griffin himself 
stands for in hospital work. 


It is proper, I believe, that those who arranged 
this program should permit me to emphasize the 
first and most indispensable phase of hospital 
work: its spiritual purpose, its altruistic service, 
and its idealism. There are those among us who 
by their personalities and their functioning and 
their interest in hospital affairs represent pri- 
marily hospital administration ; others, who repre- 
sent the business aspects of the hospital; and still 
others, who represent public relations. But all of 
their. work is supplementary to the great integrat- 
ing purpose of the hospital—unselfish service to 
the suffering patient as a human being. 


Monsignor Griffin represents in a most striking 
way that great purpose and function of the hos- 
pital. He has dedicated himself by the most solemn 
of all human vows to an eternal God to live a life 
of dedication, of unselfishness, as a priest of God. 
Day by day, according to the dogma of the Church 
to which his life is an act of faith, he offers the 
sacrifice of the Mass which, according to Catholic 
theology, is his chief priestly function to carry out 
the mandate of Christ at the Last Supper. 


Monsignor Griffin’s prerogative makes the 
spiritual purposes of the hospital a living reality. 
He is, first and foremost, a priest, and it is as a 
priest that he has dedicated himself to hospital 
service. As a priest, he sits in your midst, and 
with that vision that sees beyond the veil makes 
us see that we are living in two worlds, separated 
from each other by only the most tenuous of veils. 


Not only as a priest, but as a distinguished 
priest, does he merit the honor that we are so 
proud to confer upon him, to hang his portrait 
on the walls of this great institution that is the 
center of the hospital work on our continent. For 
no other than his highest Superior below God has 
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designated him for the special honor and distinc- 
tion that is so deeply appreciated, if not coveted, 
by every priest, the dignity of being selected as a 
Domestic Prelate to His Holiness, the Pope—of 
being a Monsignor. 


To all his achievements, his capacities, and his 
personality—to his work in the Diocese of Cleve- 
land, his work in his parish, his work for the 
children of his school—every priest who knows 
him can testify. The solidity of his worth, the 
prudence and the simplicity of his bearing—all 
converge on that great purpose of his life. 


I stand before you to offer the thanks of the 
Sisters of the Catholic Hospital Association to 
the Trustees of the American Hospital Associa- 
tion. I will not offer congratulations to Monsignor 
Griffin either on behalf of the Sisters or myself. 
He knows the love they bear him and the love I 
bear him. We honor ourselves rather than honor 
him, just as the Trustees and members of the 
American Hospital Association and the entire hos- 
pital field in the United States and Canada is be- 
ing honored in bringing honor to Monsignor 
Griffin. 


* * %* 


PRESIDENT BLACK: Dr. Malcolm T. Mac- 
Eachern, who represents the anonymous donor, 
needs no introduction to this group—Dr. Mac- 
Eachern. 


Address of Presentation 
MALCOLM T. MACEACHERN, M.D. 


Right Reverend Monsignor Griffin, President 
Black, and Members of the American Hospital 
Association : 


This is an occasion of great joy for me, as I am 
sure it is for all of you. We are here to interpret 
the sentiments of an anonymous donor who was 
moved to show in a tangible way how much the 
hospital world appreciates a great man. The won- 
derful thing about it is that the honor is being 
done this man while he is in our midst and when 
he can reward the donor for the gift by the gleam 
of happiness in his eyes. Too often in the past 
there has been delay of expressions of apprecia- 
tion until the subject of the honor had departed 
this life. 


Because of his long, arduous service for hospi- 
tals Monsignor Griffin is truly deserving of this 
tribute and it is our hope that many more years 
will be given to him to devote to his church and 
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to our hospitals. For more than twenty years a 
trustee of the American Hospital Association, and 
for twenty-eight years identified with hospital 
work, he has a record to which few can aspire in 
richness of contribution. He started his hospital 
career on a very practical level—raising the funds 
for the institution which was to become St. Eliza- 
beth’s Hospital in Youngstown, Ohio. He has con- 
tinued it on a practical level, as all know who are 
familiar with his championship of plans for hos- 
pital care as a member of the Commission on 
Hospital Service of the American Hospital Asso- 
ciation since its inception in 1935. Yet practical 
as he is, it is in the realm of humanitarian ideals 
and spiritual values that his influence has pene- 
trated deepest in hospital work. 


It is inspiring to go back nearly twenty-two 
years and read a short talk he gave as the repre- 
sentative of the Catholic Hospital Association at 
the 1919 meeting of the American Hospital As- 
sociation. The subject was the humanity side of 
the hospital. He said that the genius and the ef- 
forts of others may be expended on marble and 
canvas, sticks and stones, but that those who work 
in the hospital work for and with man. And he 
said that all that head and heart, and all that 
science, and all that art can do, we should try to 
do for every patient who comes to our hospitals. 


I doubt whether any more beautiful conception 
was ever expressed of hospital service, allying it 
with the creative efforts of the artist as well as 
with the intellectual endeavors of the scientist and 
the emotional responsiveness of the lover of man- 
kind. His own life is an illustration of how this 
thought may be translated into practice. 


I have heard Doctor Bert Caldwell refer to Mon- 
signor Griffin as the “sheet anchor” of the Board 
of Trustees for the whole period of his member- 
ship on it. He testifies to his unfailing kindliness, 
to his cheerful granting of every possible request. 
He declares that there never has been a forward, 
sound movement conceived by the Association 
since 1920 that has not had his active material 
and moral support. 


Monsignor Griffin was a leader in advocating 
the purchase of the headquarters of the Associa- 
tion, the establishment of the magazine HOSPI- 
TALS, the development of hospital service plans 
under the sponsorship of the Association, and has 
been active in the work of the Joint Advisory 
Committee of the Catholic, Protestant, and Amer- 
ican Hospital Associations. Is it any wonder that 
he has been asked again and again to serve on 
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the Board, until he has attained a longer total 
period of service than any other elected member. 


For the record, it should be said that Maurice 
Francis Griffin, after graduating from Central 
High School, Toledo, went to Adelbert College of 
Western Reserve University, Cleveland, to study 
for the profession of law. A growing desire to 
enter the service of the church caused him to 
leave Western Reserve and enter Notre Dame Uni- 
versity to prepare himself for the priesthood. 
In 1904 he received the degree of bachelor of lit- 
erature from Notre Dame. He then attended St. 
Bernard’s Seminary in Rochester, New York. 
On June 6, 1908, at Toledo, Ohio, he was ordained 
priest of the Roman Catholic Church. In 1914 he 
received from Notre Dame the degree of doctor 
of laws. He first became interested in hospitals 
about 1913 while he was an assistant to Monsignor 
Mears at St. Columba’s Parish in Youngstown, in 
which capacity he became actively engaged in 
raising the funds for a Catholic hospital, St. Eliza- 
beth’s. In this hospital he developed so great an 
interest that the Sisters looked to him for advice 
and counsel. He continued to serve the church 
and the hospitals of Youngstown as pastor of St. 
Edward’s Church until. 1928. In 1918 he was 
active in coordinating the care of influenza pa- 
tients throughout the city. From 1918 to 1928 he 
was a member of the Municipal Hospital Commis- 
sion of Youngstown which built the City Hospital. 
In 1928 he went to Cleveland as pastor of St. 
Philomena’s Parish, and his service to hospitals 
there immediately began and has continued ever 
since. 


In 1916 he joined the American Hospital Asso- 
ciation, and helped to organize the Ohio Hospital 
Association. He served as first vice-president of 
the Ohio Association in 1918, as president in 1919, 
and since 1926 has been treasurer. He has long 
been a member of the Catholic Hospital Associa- 
tion and has been first vice-president since 1929. 
He was active in the formation of the Cleveland 
Hospital Council and in the organization of the 
Cleveland Group Hospital Service. He was an of- 
ficial delegate of the American Hospital Associa- 
tion at the International Hospital Congress which 
was held in Belgium in the summer of 1933. He 
has been elected an Honorary Charter Fellow of 
the American College of Hospital Administrators. 
He was a member of the first Editorial Board of 
the magazine Hospital Progress, established in 
1920, and since which time he has been a con- 
tributor and active in the direction of the jour- 
nal’s policies. He has also been active in establish- 
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ing the policies of the American Hospital Asso- 
ciation publications, first the Bulletin and since 
1936, HOSPITALS, the Journal of the American 
Hospital Association. 


Great honor came to this worthy priest in 1934 
when he was appointed to the dignity of Domestic 
Prelate to His Holiness, Pope Pius XI, with the 
title “The Right Reverend Monsignor.” In the 
citation on the occasion of his investiture on De- 
cember 23, 1934, great importance was attached 
to his work with hospitals and with hospital asso- 
ciations. Therein the statement was made that 
“Ohio still leads most of the states of the Union 
in the matter of hospital legislation.”” Undoubtedly 
this condition is largely due to Monsignor Griffin’s 
early predilection for the law, and his continued 
interest in. legislation as it concerns hospitals. He 
has appeared before Congressional Committees on 
several occasions. 


A biographical sketch such as I have given 
leaves so much to be said for which our time today 
is too short, nor does it evidence the warmth of 
our personal reactions. But I cannot begin to say 
how much I esteem and how greatly I have been 
inspired by association with the man we are here 
to honor. He is one upon whose calm and sure 
judgment I have long placed reliance. He is one 
whose work on behalf of better care for the sick 
poor in particular has impressed and encouraged 
all of us. In an editorial in Hospital Progress on 
the occasion of Monsignor Griffin’s appointment 
as Domestic Prelate, Father Schwitalla referred 
to the “benign influence of his beaming per- 
sonality.” We all feel the aptness of that descrip- 
tion. Truly, we cannot honor this man half so 
much as he has honored himself by a life of quiet, 
unassuming beneficence; of self sacrificing serv- 
ice; of wise and kind counsel; of firm but telerant 
leadership. His influence is reflected in all the 
great accomplishments of this Association, and the 
visible perpetuation of his countenance that we 
unveil today is but a symbol of the invisible per- 
petuation of his spirit that he has himself pro- 
jected into our hospitals, into our associations, 
and into our hearts. 


It now falls to my great honor and unusual 
privilege to unveil this portrait of one whom we 
love and admire—The Right Reverend Monsignor 
Maurice Francis Griffin, senior member of the 
Board of Trustees of the American Hospital 
Association. 


And now, Doctor Black, on behalf of the 
esteemed, anonymous donor to whom we give our 
most grateful thanks for making this wonderful 
gift possible, I present this portrait through you 
as President to the American Hospital Associa- 
tion. 
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Address of Acceptance 
BENJAMIN W. BLACK, M.D. 
Ladies and Gentlemen: 


This is an important occasion and as the rep- 
resentative of the American Hospital Association 
I accept this portrait of my dear friend the Right 
Reverend Monsignor Griffin. To have a good 
friend is one of the greatest delights of life; to be 
a good friend is one of the noblest and most diffi- 
cult undertakings. “There is no man so poor that 
he is not rich if he has a friend and no man so 
rich that he is not poor without a friend.” “Real 
friendship is abiding. Like charity, it suffereth 
long and is kind. Like love it vaunteth not itself, 
but pursues the even tenor of its way, unaffright- 
ed by ill report, loyal in adversity, the shining 
jewel of happy days. Its heights are ever serene, 
its valleys know few clouds.” 


Monsignor Griffin first joined the American 
Hospital Association as an active member in 1916, 
which places him well among the oldest of the 
men who have served the Association. He has 
served the Association continuously as a Trustee 
for almost twenty-one years and during much of 
this time he has also been vice-president of the 
Catholic Hospital Association, and for a longer 
period of time served the Ohio Hospital Associa- 
tion as its treasurer. He has long been active and 
responsible for beneficial legislation for the hos- 
pitals of his state and has made a splendid con- 
tribution to this Association by rendering a simi- 
lar service. At the present time he serves this 
Association on the Joint Advisory Committee; the 
Committee on Preparedness, and since 1936 he 
has served as a Commissioner on Hospital Service 
Plans. 


A review of his titles and official hospital activi- 
ties, somehow does not tell the story. He has been 
an untiring worker for hospitals of all denomina- 
tions and has been active for good, always as he 
carries out his official church duties. But, I like 
to think of him in a little different way. For the 
many years that I have known him, he has been 
tolerant, kindly, steadfast in that which seemed 
right, often profound as he counseled with us, his 
associates, less experienced, who lacked the wis- 
dom of experience and service. 


I am proud to be the representative to accept 
this portrait for the Association. I would express 
our thanks and appreciation to the donor. This 
painting will hang upon. our walls, I hope for a 
long time to come, and during that same long 
period may its original continue to be personally 
associated with us and with this organization and 
have continued health and happiness—the reward 
of long and faithful service. 
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MONSIGNOR MAURICE F. GRIFFIN: 


To exaggerate the implications of an occasion 
of this sort would make them overpowering. As 
usual our safest relief is “not to take ourselves too 
seriously.” So don’t expect me to. 


As I sat here listening to the “obituaries,” I 
was reminded of a clerical friend of mine who was 
called upon rather suddenly to preach a funeral 
sermon. He wasn’t exactly given the proper in- 
formation. So while he waxed eloquent, the poor 
widow who had lived a life of martyrdom with 
the old reprobate turned to her daughter and said, 
“Mary, will you look around and see if there is 
another corpse in this church?” 


Or I was reminded of the old friend of mine 
who sat through just such a session as this smiling 
and bowing to all around him, to everything.that 
was said about him. When someone questioned 
him about it, he said, “I always thought more of 
‘taffy’ for the living than ‘epitaphy’ for the dead.” 


Or another who attempted to assume great 
heights of humility and suggested that he brushed 
these things aside “like water off the duck‘s back,” 
wherein he was interrupted. “Water off a duck’s 
back? It runs off all right, but it makes the old 
duck feel good.” 


So there you are—it makes the old duck feel 
good. 


But of course I want to register my reciprocal 
regard for my friends back home who thought of 
this beautiful tribute to friendship, so eloquently 
described by our President in his choice phrases. 
They planned all this; made all the arrangements, 
financial and otherwise; even. secured the accept- 
ance of the Trustees without my knowing any- 
thing about it; they even secured the approval, 
the unanimous approval, of the “majority” of my 
own family—my sister—without my knowing it. 


I want to tell the Trustees how much I appre- 
ciate their gracious cooperation in this matter 
which was voted in my absence to save me em- 
barrassment. I have frequently felt it necessary 
to oppose very vigorously proposals brought be- 
fore the Board, and I tell you if I had been present 
on that occasion I would have been a veritable 
devil’s advocate against it. 


I want to express sympathy to the artist. She 
did the best she could with the subject she had to 
work on. She exchanged the pallor of my sixty 
odd winters for the bloom of youth. During the 
Sessions, when I am sure she despaired entirely 
of getting anywhere, I insisted she would have to 
put on twenty-five or thirty years in the cause of 
truth, and maybe have to put on fifty more pounds. 
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But there it is, hung and accepted, and I was 
going to say, drawn and quartered, and it becomes 
the property of the American Hospital Associa- 
tion. 


And as we consider this latest item on the 
inventory of our material possessions, my mind 
goes back to the first of our physical properties. 
You know when I became a Trustee of the Asso- 
ciation we had absolutely no physical assets. A 
part-time secretary had been engaged on a rather 
precarious basis, but I am sure that he always 
carried all the affairs of the Association around 
under his hat. It was only when President Warner 
engaged Miss Anna McCann to give reality to his 
dreams of development of the organization. and 
activities that we acquired any property. He 
bought a desk for her and put it in a corner of his 
office in Lakeside Hospital. During many happy 
years under the hospitable roof of Modern Hos- 
pital down on Ontario street all sorts of equip- 
ment gathered around that original desk. 


Then from chattels to real estate. Doctor Mac- 
Eachern presented that I urged you to purchase 
this property; so, too, I urged you to purchase 
bonds to finance it. I purchased some of those 
bonds myself. I always was proud of those bonds 
because they had my name on the front of them. 
And today, this morning, there was something 
that happened that was more important to the 
Association and more of a satisfaction to me per- 
sonally, the Trustees made arrangements to retire 
the last of those bonds, and it means that your 
Association’s home is out of debt. It means that 
henceforth as you close this epoch of economy all 
the resources of the Association and its income 
can be devoted to an activity which you yourselves 
outline. 


When the school people moved out of this build- 
ing I went over it from foundation to roof, studied 
every room and plan of occupancy with Doctor 
Walsh, just as I have been interested in the im- 
provements and development under Doctor Cald- 
well. I have given more time and thought to this 
building over a long span of years than to any of 
the other buildings over which I have very official 
responsibility. Many of the most happy moments 
of my life have been spent here meeting with men 
and women who were leaders in the hospital field 
and contact with whom has been so great a con- 
tribution to my personal experience, and associa- 
tion with whom has been such an inspiration and 
joy and appreciation and will ever be cherished. 


These memories are localized in this building, 
and I am just saying that to assure you there is 
something personal about it. I am very happy to 
remain in spirit in this building.in this picture. 
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Factors That Influence Hospital Occupancy 


JOSEPH W. MOUNTIN, M.D.; ELLIOTT H. PENNELL; KAY PEARSON 


of the United States only slightly more 

than two-thirds of the beds remain in con- 
stant use. Investigation of earlier hospital statis- 
tics shows that this condition is not new. In 1920, 
according to reports of the American Medical 
Association, hospitals “for community use” had 
67 per cent of their beds occupied? in 1930 hos- 
pitals for general and allied special services op- 
erated at 65 per cent of their capacity ;*? and in 
1939 this same group reported 69 per cent of their 
beds in use.* Since low occupancy has long been a 
problem of hospital administration, there is in- 
sistent need for further knowledge of the factors 
associated with inadequate utilization of beds. 


fs MONG general and allied special‘ hospitals 


In earlier reports there have been pointed out 
striking inequalities in the distribution of hos- 
pital beds, especially in regard to population.‘ 
Also the fact has been established that few facil- 
ities and few days of hospital care per unit of 
population, as well as low-occupancy, are coexis- 
tent in areas with meager per capita incomes, 
and that in areas of higher economic status sup- 
ply of facilities and degree of their use expand 
in rough proportion to an increase in average 
income.’ This earlier information should, of 
course, gain significance when supplemented by 
further details regarding factors that enter into 
hospital occupancy. 


Optimum Occupancy 


One point which should be made clear in the 
beginning is that complete occupancy proves, un- 
der ordinary circumstances, to be unsatisfactory. 
For efficient hospital operation a considerable 
number of beds should be kept in reserve so that 
variations in seasonal demand may be met. Some 
should be available in case of epidemics and emer- 
gencies, and some should be free for recondition- 
ing or replacement. Opinions vary as to optimum 





From the Division of Public Health Methods, National In- 
stitute of Health. Study conducted in connection with the 
National Health Inventory, assistance in the preparation of 
these materials having been furnished by the personnel of 
une Administration Official Project Number 712159- 
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occupancy. In general, it is conceded that for 
large hospitals from 80 to 85 per cent of the beds 
may be advantageously used, while for very small 
hospitals an annual occupancy rate of 50 may 
possibly be optimum. However, even with a gen- 
erous allowance for the proportion of beds that 
should usually stand idle, there are still enough 
unoccupied ones that the problem calls for in- 
vestigation. 


Factors Influencing Rates of Occupancy 


Where do the peaks and troughs in rates of 
occupancy occur and what are the factors instru- 
mental in producing them? Are large or small 
hospitals more fully occupied? Under what type 
of control is the maximum use of facilities real- 
ized? To what extent is source of income influen- 
tial on the proportion of beds that are filled? Is 
location in a populous area especially conducive to 
utilization of facilities? It is planned here to 
isolate each of the factors—size, control, and 
source of income, as well as population of county— 
and also to form various combinations of them to 
determine the extent to which each is effective 
in regulating occupancy. 


Selection of the factors just cited was guided in 
part by preceding investigations based on the 
“Business Census of Hospitals.”* In one of the 
studies*? it has been shown that rates of oc- 
cupancy among general and allied special hospi- 
tals ascend with some degree of regularity from 
42 per cent for hospitals with less than 25 beds to 
71 per cent for those with 150 beds and over. The 
same study reveals that rates of occupancy for 
these institutions range from 78 for hospitals 
owned by state and local governments to 45 for 
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those owned by proprietary agencies. In another 
article’ is demonstrated the relation between per- 
centage of income derived from patients and per- 
centage of beds occupied. One of the charts in 
that article shows that in hospitals supported 
chiefly through channels other than fees from 
patients the median percentage of beds occupied is 
75 and that the rate drops to 49 for those sup- 
ported chiefly by patients. The close association 
between wealth and populous areas gave credence 
to the idea that rates of occupancy, which tend 
to be high in wealthy areas would be high in 
population centers. This evident complexity of 
influence suggested that deeper inquiry into the 
characteristics of groups of hospitals with differ- 
ent ranges of occupancy might throw into relief 
the stronger motivating factors. 





Hospitals Rendering General or Allied Special 
Services Used for this Study 


For this analysis, only hospitals rendering gen- 
eral or closely allied special services, both medical 
and surgical, are chosen. Mental and tuberculosis 
hospitals, which give prolonged service, much of 
it custodial, are excluded. In them the level of 
occupancy is comparatively high; in fact, many 
mental hospitals face the problem of over-occup- 
ancy rather than of under-occupancy. Con- 
sequently, examination of rates prevailing among 
these two groups would not be so productive as it 
would for the general and special group. Also, 
hospital departments of institutions, such as 
schools, homes for the aged or destitute, and 
prisons, are omitted, in that they serve only small 
and selected groups of the population. The extent 
to which these infirmary units are used is of 
particular importance only to the management of 
the foster institution. Hospitals controlled by the 
Federal Government, almost wholly tax-supported 
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and also definitely limited as to class of bene- 
ficiaries, offer no significant field for investigation 
of occupancy; hence they too are eliminated from 
the class under discussion. Since neither infirm- 
ary units of institutions nor Federal hospitals rep- 
resent facilities available to the community at 
large, it is obviously impossible to identify their 
problems of occupancy with those of the remain- 
ing general and allied special group. 


This study draws data regarding volume of 
facilities and services from material published by 
the American Medical Association® and data de- 
scribing financial structure from compilations de- 
rived from the “Business Census of Hospitals.” 
Attention should be called to the fact that use of 
statistics supplied by the American Medical As- 
sociation limits this discussion to the group of 
hospitals commonly referred to as registered, that 
is, those which have been approved by the Associa- 
tion. 


Three Occupancy Classes 


For convenience of presentation, the hospitals 
under consideration are divided into three oc- 
cupancy classes designated as low, intermediate, 
and high. Those with low occupancy have less 
than 40 per cent of their beds in use, a 
rate that doubtlessly is unfavorable even among 
the smallest institutions. To the intermediate 
class belong all hospitals which keep, on an 
average, from 40 to 79 per cent of their beds 
occupied. In the high occupancy bracket are 
found, of course, those institutions which have 
80 per cent or more of their beds filled, a rate 
that is in general proportions, certainly for large 
hospitals. This classification is held constant 
throughout the investigation, each group being ex- 
amined separately to determine, as stated earlier, 
which of certain attributes appear to be dominant. 
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Figure 1—Percentage distribution of registered non-Federal general and allied special hospitals under different control and 
in different occupancy classes, according to size of hospital. 
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Figure 2—Percentage distribution of registered non-Federal general and allied special hospitals under different control and 
in different occupancy classes, according to proportion of income received from patients. 


In an appended table may be found the numerical 
distribution, by size, of hospitals in the occupancy 
classes of each control category. 


Influence of Bed Capacity on Rates of Occupancy 


According to preliminary investigation in which 
rates of occupancy were the focus, bed capacity 
operates decisively in the determination of these 
rates. In this discussion, hospitals are designated 
according to bed capacity.as small, less than 25 
beds; medium, 25 to 149 beds; and large, 150 beds 
and over. Not far from half of the hospitals with 
low occupancy are found to be small and only a 
minute fraction to be large. In constrast, only 
one-seventh of the hospitals with high occupancy 
are small, while one-third are large. Those of the 
intermediate occupancy class are chiefly of medium 
size, close to two-thirds of them ranging from 25 
to 149 in capacity. 


Influence of Type of Hospital Control on Rates 
of Occupancy 


Interwoven with size is type of hospital control. 
Governmental hospitals tend to be large; those 
controlled by nonprofit associations, medium; and 
those by proprietary agencies, small. When oc- 
cupancy and control are related, the results closely 
resemble those following the association of oc- 
cupancy with bed capacity—provided, of course, 
that the governmental, nonprofit, and proprietary 
are identified with the large, medium, and small 
sized hospitals, respectively. 


For background, it may be said that of the ag- 
gregate hospitals under consideration somewhat 
more than half are controlled by nonprofit associa- 
tions, one-third by proprietary agencies, and one- 
eighth by state and local governments. 
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In the low occupancy group more than one-half 
of the institutions are subject to proprietary 
agencies, while in the upper class about one- 
seventh are so controlled. In the low occupancy 
group, hospitals operated by state and local gov- 
ernments amount to one-tenth of the total; the 
proportion so controlled in the upper group is two 
and one-half times as great. Not far from two- 
thirds of the institutions belonging to the inter- 
mediate class are maintained by nonprofit organi- 
zations. 


Influence of Source of Income on Rates of 
Occupancy 


To a striking degree hospitals with low rates of 
occupancy depend for income upon payments made 
by patients. In subsequent discussion, those that 
rely upon fees collected directly from patients for 
four-fifths or more of their income will be referred 
to as fee-supported institutions, and those that 
receive four-fifths or more of their revenue from 
other sources, such as taxes and endowments, will 
be described as appropriation-supported. Rarely 
will the intervening group, those procuring from 
one-fifth to four-fifths of their maintenance from 
patients, be given specific mention. But comple- 
ments of the extreme divisions, these hospitals do 
not afford data that are particularly significant in 
regard to utilization of hospitals beds. Inspection 
of the occupancy classes reveals that two-thirds 
of the hospitals operating at less than 40 per cent 
of their capacity are fee-supported and that only 
one-fourth of those operating at 80 per cent or 
more of their capacity are thus maintained. Dif- 
ferences are not so pronounced for hospitals that 
are appropriation-supported. One-tenth of the 
low occupancy class and two-fifths of the high oc- 
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cupancy class are financed through sources other mediate class, small and large hospitals occur in 
than payments by patients. fairly equal numbers. It is in the highest class 
that greatest divergence occurs. Small hospitals 
amount to but 4 per cent of the total and large 
ones to 59 per cent. According to the size in- 
position of each occupancy class taken as a whole, tervals used here, it is among hospitals of large 
it is planned to identfy hospitals in each class as to capacity that a reversal occurs in the trend of the 
control and size of the institutions and also as to percentages describing state, county, and city 
population of counties in which they are situated, hospitals. Below that level, as rates of occupancy 
and then from the same points of view that were increase, hospitals grow proportionately fewer; 
used in the introductory survey to analyze the re- whereas within that interval they become - 
sulting groups. Material presented in this con- markedly more numerous as occupancy rates rise. 
nection is as a rule illustrated by means of charts. 
These charts are set up in such manner that the 


Identifying Hospitals and Analyzing Groups 


After this rather cursory survey of the com- 


Nonprofit Hospitals 


length of each bar may be easily read and that When investigated as to size of component in- 
comparison of related percentages is emphasized. stitutions, occupancy classes making up the group 
It will be realized immediately that the sum of the of nonprofit hospitals reveal general traits similar 
readings of one horizontal row of bars amounts to those of the governmental; however the scale 
to 100 per cent. of change is somewhat narrower. Among the 


poorly occupied ones, small hospitals are more 
numerous than the large and among the inter- 
mediate and high occupancy classes the large out- 
number the small. In all cases, range of the per- 
centage is more restricted than it is for the gov- 
ernmental. According to the chart, the transition 
from an inverse relation between advancing rates 
of occupancy and frequency of hospitals to a direct 
relation again takes place within the group of 
large hospitals; probably, however, with differ- 


In the first two of the more detailed analyses, 
the major classification of hospitals is based on 
agency in control and the minor one on class of 
occupancy. The first analysis, depicted by Figure 
1, treats the composition of each occupancy class 
as expressed by size of hospitals, and the second 
one, presented in Figure 2, describes each class 
according to the presence of hospitals receiving 
certain fractions of their income from patients. 


State and Local Government Hospitals ences so small, the reversal actually occurs at a 
lower point than in the case of governmental in- 
Among hospitals managed by state and local stitutions. 


governments, use appears to be very closely as- 


sociated with size, as may be seen in Figure 1. Peegeteteny: Hasgiten 


Not many of the governmental hospitals belong to Hospitals maintained by proprietary agencies 
the low occupancy class, but of those that do a fail to reveal affiliation between use and size. 
considerable portion are small in capacity and only Those that supplied data for this study are either 
a slight fraction are large. Within the inter- small or medium sized, only one per cent having as 
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Figure 3—Percentage distribution of registered non-Federal general and allied special hospitals of different size and in 
different occupancy classes, according to proportion of income received from patients. 
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many as 150 beds. Whether they are members 
of the low, intermediate, or high occupancy class, 
there is not a great deal of difference in the com- 
parative numbers that are small or that are 
medium in size. Of some interest is the fact, not 
revealed by the chart, that almost 50 per cent of 
the reporting proprietary hospitals operate at less 
than 40 per cent of their capacity and that but 
five per cent of them succeed in sustaining a utili- 
zation.rate of 80 or above. 


Broadly speaking, small and medium sized hos- 
pitals receive considerably more than half of their 
income from fees paid by patients; large ones re- 
ceive a little more than half of their support from 
other sources.*® Again there is the interweaving 
of influences. Almost all proprietary hospitals are 
small; thus it would be expected that they should 
be fee-supported. On the other hand, almost all of 
the governmental are of medium or large capacity ; 
hence they are mainly appropriation-supported. 
Between these extremes stand nonprofit hospitals. 
Within a particular control group, are different 
levels of occupancy characterized by variations in 
sources of income? This question is answered by 
Figure 2 which denotes for each occupancy class 
the proportion of hospitals receiving specified 
fractions of their income from patients. 


Alliance Between Occupancy and Proportionate 
Income from Patients 


Both governmental and nonprofit hospitals give 
evidence of some alliance between occupancy and 
proportionate income from patients. For the 
former control group, the pattern manifesting the 
alliance is rather irregular in that the class with 
intermediate occupancy contains relatively fewer 
hospitals that are appropriation-supported than 
does the lower class. At the same time the inter- 
mediate class contains, on a comparative basis, 
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Figure 4—Percentage distribution of registered non-Federal general and allied special hospitals in counties with small 
and with large population and in different occupancy classes, according to size of hospital. 


slightly more fee-supported hospitals than does 
the low occupancy class. Notwithstanding these 
small deviations from the expected trend, it is 
obvious that the group of governmental hospitals 
with high occupancy is composed principally of 
appropriation-supported institutions and that only 
the groups with low or intermediate occupancy 
rates include sizeable fractions of fee-supported 
institutions. 


Hospitals under the supervision of nonprofit 
organizations exhibit a slightly more distinct and 
consistent trend than do the non-Federal govern- 
mental. With one small exception, hospitals re- 
ceiving less than one-fifth of their upkeep from 
patients grow relatively more numerous as the 
rates of utilization grade upward. Those obtain- 
ing from one-fifth to four-fifths of their income 
from charges to patients also show small compara- 
tive increase as occupancy becomes more complete. 
Beyond this level of support the relationship is 
reversed. Fee-supported hospitals, that is, those 
depending on patients for four-fifths or more of 
their income, diminish in relative number as the 
range of occupancy advances. 


Having failed to disclose any interplay between 
occupancy and size, proprietary hospitals now fail 
to show any reaction between occupancy and 
source of income. These hospitals are, of course, 
strongly concentrated in the fee-supported group; 
in fact, 85 per cent of them, regardless of their 
degree of utilization, get four-fifths or more of 
their revenue from fees paid by patients. In re- 
gard to source of income, the composition of the 
low and high occupancy groups may well be de- 
scribed as identical and that of the intermediate 
class as in exceedingly close agreement. Thus the 
occupancy rates for proprietary hospitals appear 
to be established independently of the sources of 
income. 
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Influence of Size of Hospital on Occupancy 


Instead of control, the next analysis uses size 
of hospital as the major classification and occu- 
pancy as the subclassification. The investigation 
concerns, as in the preceding analysis, the import- 
ance of source of income in matters of occupancy. 
It may be noted in Figure 3 that increase in the 
size of hospitals is accompanied by an increase in 
the proportion that are appropriation-supported 
and by a decrease in those that are fee-supported. 


In the aggregate, small hospitals show slight 
relation between utilization and origin of income. 
There is in each ascending occupancy class a tend- 
ency toward small expansion in proportion of hos- 
pitals that secure less than one-fifth of their in- 
come from patients as well as in those that secure 


from one-fifth to four-fifths from patients, but . 


there is a decline in the percentage of hospitals 
that are nearly altogether patient-supported. For 
hospitals of medium capacity the foregoing state- 
ments may be repeated, although percentage levels 
are slightly different and fluctuations are some- 
what more pronounced. 


Among large institutions there occurs a marked 
vagary in trend, which has been barely discern- 
ible in the trend characterizing both the small and 
the medium sized ones. Capacious hospitals with 
intermediate occupancy rates offer the same in- 
terruption in consistency of pattern that was 
offered by the identical occupancy group in hospi- 
tals controlled by state and local governments. 
A strangely small proportion of the large ones 
with intermediate rates are hospitals that procure 
less than one-fifth of their revenue from patients 
and a strangely high proportion of them are in- 
stitutions that depend on fees for one-fifth to 
four-fifths of their upkeep. In contrast with 
these interruptions in the progression of percent- 
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ages is the rather even reduction in percentage of 
fee-supported hospitals that accompanies an ad- 
vance in occupancy rates of large hospitals. Per- 
haps it should be stressed that although small ir- 
regularities are found among the appropriation- 
supported hospitals of the three size categories, 
there is consistent evidence that high occupancy 
carries with it a positive decline in proportion of 
fee-supported institutions and a definite enlarge- 
ment in proportion of appropriation-supported 
ones. 


Influence of Population on Occupancy 


For the remaining analyses a factor, extrinsic 
to the hospital, is introduced—population of the 
county containing the hospital. Since the more 
telling figures are those which contrast hospitals 
in counties of extreme population ranges, all 
counties that are moderately populous are omitted 
from investigations that follow. Counties adopted 
for the study include those with less than 40,000 
inhabitants which are described as small and those 
with 250,000 or more inhabitants which are re- 
ferred to as large or populous. Loosely, these 
may be identified with rural and urban counties, 
respectively. 


Figure 4 seeks to differentiate as to bed capacity 
the constituents of the several occupancy classes 
for hospitals located in small and in large counties. 
Basic material for the chart discloses that in small 
counties almost one-half of the reporting hospitals 
are small, while in large counties about one-tenth 
are small. Conversesly, one per cent of the hospi- 
tals located in small counties are large; some 35 
per cent of those in populous counties are large. 
These distributions should be recalled in interpret- 
ing the data supplied by the chart. 


In both small and large counties, the pattern of 
change in distribution by bed capacity which ac- 
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Figure 5—Percentage distribution of registered non-Federal general and allied special hospitals in counties with small 
and with large population and in different classes, according to control of hospital. 
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Figure 6—Percentage distribution of registered non-Federal general and allied special hospitals in counties with small 
and with large population and in different occupancy classes, according to proportion of income received from patients. 


companies variations in occupancy takes the same 
form as does the pattern applying to aggregate 
hospitals. In counties with small population, ad- 
vancing occupancy rates are accompanied by re- 
ceding proportions of institutions that are small. 
The same may be said of hospitals in counties 
with large population. The only difference is that 
the entire scale is several degrees higher for in- 
stitutions in small counties than for those in 
populous ones. Transposed, the trend characteriz- 
ing small hospitals applies to large ones. 


A difference in county population serves to alter 
the point at which a shift occurs in the progres- 
sion of percentages showing the size composition 
of the three occupancy classes. Among small 
counties, only small hospitals grow less frequent 
as occupancy rises. Beyond this capacity range, 
hospitals become proportionately more numerous 
as utilization rates run upward. In populous 
counties regressive percentages become progres- 
sive when capacity reaches the level described as 
large. This means that only large hospitals thus 
located show decisive increase, on a relative basis, 
within ascending classes of occupancy. 


When the basis of hospital distribution is 
shifted from size to agency in control, as in Figure 
5, conclusions regarding utilization in different 
types of counties accord with those resulting from 
the preceding investigation. Again, it is true that 
in both small and large counties occupancy seems 
to be influenced by type of control, but it is like- 
wise true that the sequence of changes associated 
with different levels of occupancy parallels in each 
instance the sequence established by the entire 
body of general and allied special institutions. 


Fairly equal proportions of the hospitals in small 
and in large counties are provided by state and 
local governments. In each type of county an in- 
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crease in occupancy and an increase in proportion 
of hospitals that are governmental are concomit- 
ant, as is evident in Figure 5. So slight are the 
differences between the areas that discussion of 
them is pointless. In small counties the propor- 
tion of hospitals that are of nonprofit control is 
less than in large counties. It is not in the high 
occupancy class but in the intermediate one of each 
area that nonprofit hospitals occur with greatest 
relative frequency. Despite this irregularity, the 
data indicate that the two upper classes of oc- 
cupancy contain a decidedly greater proportion of 
nonprofit hospitals than does the low class, such 
being true for both types of counties. Tendencies 
manifested by proprietary institutions are in this 
case clear-cut and fairly regular. Regardless of 
their location, proprietary hospitals conform with 
the trend established by the group taken as a 
whole; that is, on a comparative basis they are 
numerous in the low occupancy class but they 
grow relatively scarce in the higher classes. 


For the final investigation, occupancy classes of 
hospitals in counties with small and with large 
population are analyzed regarding sources of in- 
come. Although there are several instances in 
which continuity of trend is broken, the data 
presented in Figure 6 confirm previous findings 
to the effect that hospitals with low occupancy 
include fewer appropriation-supported institu- 
tions and more fee-supported ones than do those 
with high rates. Whether hospitals are located in 
counties with few residents or in those with many 
residents, the several occupancy classes show that 
the courses they plot when distributed as to source 
of income are in general similar. Differences in 
the actual percentages describing the two types of 
counties are illustrated in the following contrasts. 
Within small counties only, the maximum fraction 
of appropriation-supported institutions, 16 per 
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cent, is found in the highest occupancy class, 
whereas, within large counties the corresponding 
percentage is 48. The proportions of fee-sup- 
ported hospitals in the high occupancy classes 
amount to 48 and 19 per cent for small and large 
counties respectively. 


Summary 


Where, in brief, do the peaks and troughs in 
rates of occupancy occur and what are the factors 
instrumental in producing them? Only for non- 
Federal general and allied special hospitals regis- 
tered by the American Medical Association was an 
answer sought in the foregoing analysis. Peaks 
of occupancy occur, in general, among large hospi- 
tals, that is, those with a bed capacity exceeding 
150; among those owned by state and local govern- 
ments; and among those receiving the greater 
part of their support from appropriations rather 
than from fees paid by patients. Troughs occur, 
in general, among small hospitals, that is, those 
with a bed capacity of less than 25; among those 
owned by proprietary agencies; and among those 
depending on patients rather than on other sources 
for most of their income. The interfusion of these 
factors, size, control, and source of income, is such 
that the force of one in isolation cannot be well 
gaged. If fluctuation in percentages obtained by 
relating occupancy to each of the factors may be 
accepted as a measure of actual influence of aggre- 
gate hospitals, then source of income may be con- 
sidered somewhat more forceful than either of the 
others. 


Hospitals classified as to control reveal patterns 
distinctive from those of hospitals in mass. If 
controlled by state or local governments or by non- 


profit organizations, hospitals show utilization. 


rates to be related both to bed capacity and to 
source of income, the ratio being direct between 
rates of occupancy and bed capacity and between 
rates of occupancy and proportion of income from 
sources other than patients. Among proprietary 
hospitals no definite reaction between occupancy 
and either size or origin of income can be dis- 
covered. Explanation probably lies in the fact 
that governmental and nonprofit hospitals, with 
considerable diversity as to size of institution and 
means of support, are more open to influence than 
are the proprietary ones which are almost uni- 
formly small or medium sized and which are nearly 
altogether fee-supported. In both small and large 
counties, the influence of hospital occupancy on 
the factors of size, control, and origin of income 
was found to be similar. Size of county, however,. 
did affect somewhat the patterns resulting from 
distributing the three occupancy classes of hospi- 
tals by size, control, and source of income. Differ- 
ence in the patterns is doubtlessly associated with 
the concentration of small hospitals in small 
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counties and of large ones in populous counties. 
Apparently, then, not one factor but several will 
have to be altered before occupancy reaches a 
satisfactory level; however, source of income is 
indicated as the most productive point at which 
is initiate change. 
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APPENDIX 


Distribution of registered general and allied 
special hospitals' under different control and in 
different occupancy classes,? according to bed 
capacity of hospital. 


Hospitals of specified bed 
capacity 


Control of hospital and All Less than 25 to 150 and 
class of occupancy? hospitals 25 149 over 
All hospitala ......<:. 4,386 1,171 2,528 687 

State and local 

governments ........ 538 86 303 149 
Low occupancy ........ 115 33 77 5 
Intermediate occupancy 286 48 175 63 
High occupancy....... 137 5 51 81 

Nonprofits agencies ..... 2,404 280 = 11,601 523 
Low occupancy ....... 444 97 307 40 
Intermediate occupancy 1,651 159 1,102 390 
High occupancy ...... 309 24 192 93 

Proprietary agencies ....1,444 , 805 624 15 
Low occupancy ....... 645 402 243 was 
Intermediate occupancy 1729 361 353 15 
High occupancy ....... 70 42 28 


1 Excluding all mental and tuberculosis hospitals, infirmary 
units of institutions, and all other hospitals of Federal control. 
Of the remaining group, only those hospitals submitting satis- 
factory data are included in the several analyses. 

2 Low, less than 40 per cent of beds occupied; intermediate. 
40 to 79 per cent of beds occupied; high, 80 per cent and over 
of beds occupied. 
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The Hospital Blood Bank 


LEWIS L. REESE, M.D.; MAYNARD S. HART, M.D. 


discovery of blood-groups, the transfusion of 

blood was placed on a sound basis. Since that 
time there has been a constant and progressive 
improvement in methods of transfusion. The di- 
rect transfusion of fresh whole blood has given 
way to the indirect transfusions of citrated fresh 
blood and now stored or “bank-blood” has gained 
considerable popularity, especially in hospitals of 
over 150 beds or in communities that are large 
enough to maintain a “blood-bank center.” 


[' 1901, when Landsteiner made the momentous 


What advantage does the blood bank offer? 
How does it work? How does stored or bank- 
blood compare with fresh citrated blood? Who 
operates the bank? What about the cost? These 
are the questions most frequently asked and we 
believe that the blood bank has now been in oper- 
ation long enough for a critical evaluation. 


For the past year we have maintained a blood 
bank at the University Hospitals (450 beds) and 
during that time have administered approximately 
2400 flasks of stored blood. Of course each hos- 
pital that desires to maintain and operate a “bank” 
will be confronted with individual problems. It 
is, however, with the hopes that some of the many 
questions and problems might be answered that 
we report the results of a blood bank that has been 
in operation for one year. 


What Advantages Does the Blood Bank Offer? 


We feel that the blood bank has greatly sim- 
plified our transfusion problem—from a financial 
aspect as well as from the therapeutic standpoint. 
Since starting the blood bank the actual number 
of blood transfusions have more than tripled. We 
believe that this is not due to an indiscriminate 
use of blood but that patients who formerly were 
deprived of a transfusion are now getting the 
blood and without delay. The number of hospital 
days, in many instances, is markedly shortened; 
there is no delay in obtaining blood in emergency 
cases; the necessity and the expense of profes- 
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sional donors are done away with, and the labora- 
tory work is greatly simplified. 


How Does the Blood Bank Work? 


When a patient is in need of a transfusion the 
intern sends a requisition to the social service 
department for blood-donors for that particular 
patient. The social service, in turn, notify the 
relatives of the patient that a blood transfusion is 
necessary and requests them to bring relatives or 
friends to the clinical laboratory of the University 
Hospitals between the hours of 8:00 a. m. and 
5:00 p. m., for the purpose of donating blood. The 
letter to the relatives requests that the donors be 
between the ages of 21 and 45 years and prefer- 
ably males. All of the blood is taken by a spe- 
cially trained laboratory technician and interns 
on scheduled call under the supervision of a clin- 
ical pathologist. . 


The bookkeeping of the blood bank is simply 
that of a regular bank. The intern or service 
receives credit for each flask of blood donated and 
a debit is made for each flask of blood withdrawn 
from the bank. The bank is audited each morn- 
ing a list of the credits and debits for each service 
is posted. In this way the intern knows his exact 
status at the bank. We attempt to keep a sur- 
plus of 30 to 40 flasks of blood in the bank at all 


times. 


When blood is needed the intern sends a request 
for the desired amount to the central supply room 
and a flask of blood is cross-matched with the 
patient. 
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Physical Equipment Needed 


Much has been written in the past few years 
about the facilities for the purpose of storing 
blood. The refrigeration, the flasks, and the 
equipment for taking and dispensing the blood 
would seem to be an individual problem. Certain 
facts, however, have been ascertained through 
trial and error. The refrigeration must maintain 
a constant temperature of from 4° to 6° C. The 
mechanical unit should be separated from the 
refrigeration box to avoid undue agitation of the 
blood by vibration. A thermostatic control with 
a danger signal is easily installed and insures a 
constant temperature. 





The size, shape, and type of flask to be used 
seems to be unimportant. Many investigators 
have maintained that the tall, slender flask is 
superior to the short flask. This, however, seems 
to be a matter of opinion rather than practicabil- 
ity for the type of flask selected depends upon 
whether or not it is practical for the institution. 
A flask that affords itself to easy cleaning and 
that will withstand repeated autoclaving is, of 
course, essential unless the hospital desires to 
use flasks put out by one of the commercial houses. 


These flasks have certain definite values over 



































_ “Blood taking” apparatus now being used 
Above, unassembled; below, assembled (Water suction 
can be substituted for the rubber bulb suction) 
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Three types of “blood taking” apparatus 
Above, unassembled; below, assembled 


the plain erlenmeyer flask. In the first place they 
are relatively inexpensive (60 cents to 70 cents) 
and in addition they come ready for use with the 
proper amount of sodium citrate in the flask. If 
the hospital prepares their own intravenous fluids 
it is wise to employ a flask that can be utilized 
for saline and glucose. We started using the 500 
cc. erlenmeyer flask; later changed to a commer- 
cial flask with vacuum; and now we are using a 
non-vacuum commercial flask with a rubber suc- 
tion bulb. We are also using a fine cotton filter 
in the “taking” apparatus. We are planning on 
using water suction instead of the rubber bulb 
suction in taking the blood. Some believe that 
the vacuum flask has certain advantages over the 
plain flask in taking blood from the donor, but this 
is, again, a matter of opinion. It facilitates the 
taking of the blood and it is stated that it lessens 
the rate of hemolysis. However, the cost of the 
vacuum flask is higher than that of the non- 
vacuum type. The non-vacuum type can be used 
repeatedly for blood taking. The vacuum type 
can be used for blood only once and then must 
either be used for glucose and saline or be dis- 
carded. 


The equipment for taking and administering the 
blood is, again, simply a matter of practicability. 
By far the most important factor is the purchas- 
ing of equipment that is simple to operate, easily 
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Three types of “blood giving” apparatus 
Above, unassembled; below, assembled 


cleaned, and has the least number of breakable or 
cloggable parts. The rubber tubing must be of 
such a quality as to withstanding repeated auto- 
claving. 


The accompanying photographs show three dif- 
ferent types of “giving” and “receiving” sets 
available on the market at present. We do not 
say that any one set is far more advantageous 
than the other, but simply advise that the most 
practical type be used. The number of parts con- 
cerned, their replacement, loss due to breakage, 
and original cost, must all be considered. 


SUMMARY OF EQUIPMENT NEEDED FOR OPERATION OF A 
BLoop BANK FOR A 500-BED HOSPITAL 


1 Refrigerator—(capacity 8 cu. ft.) (Motor de- cost 
tached and separate) 

1 Refrigerator—(capacity 4 cu. ft.) 

2 Bedside tables 

2 Examining tables with pads 


2 Double hook standards 
100-500 ¢c.c. pyrex flasks 
100 Rubber stoppers for flasks 
100 Metal caps for flasks 
100 Adapters 
2 Rubber suction bulb “taking” sets 
2 Sphygmomanometers 
2-dozen blood vent tubes 
10 ft. rubber tubing 


Procedure and Technique 


As soon as the donor enters the hospital he or 
she is sent to the laboratory with a card stating 
the service and doctor of the patient to which the 
blood is to be credited. The donor is questioned 
as to previous and present health, history of al- 


_lergy, syphilis and the time of the last meal. If 


the donor appears satisfactory, the function of the 
blood bank is explained and he is asked to sign 
a permit for the withdrawal of 500 c.c. of blood 
to be used as the hospital desires. It is thoroughly 
explained to the donor that his blood will not 
necessarily be given to the patient whom he knows 
but is merely used to replace the blood that has 
already been given to the patient. 


After carefully cleansing the arm with soap and 
water and an antiseptic; the blood is withdrawn 
from the cubital vein, using a 14-gauge needle 
with the donor in a prone position. and at a rate 
of not greater than 25 c.c. a minute with the 
blood-pressure cuff at a pressure just above the 
distolic. The flask should be gently rotated during 
the withdrawal of the blood to insure proper mix- 
ing with the citrate, but undue agitation of the 
flask is to be avoided. We are now using a sim- 
ple home-made electrical agitator thus relieving 
the technician of the necessity of manual agita- 
tion which frees both hands. After the blood is 
withdrawn, the donor is instructed to lie quietly 
for 30 minutes. If the donors have had to travel 
far, no blood is taken from the driver of the car. 


Immediately after the desired amount of blood 
is obtained, the needle is withdrawn, and the blood 
remaining in the rubber tubing is forced into two 
small tubes for typing and serology. The tubes 
and flask are labeled with name, number, and date, 
and placed in the small bank in the blood room. 


The collecting unit is then washed thoroughly 
with cold tap water to free all:parts from blood 
clots, reassembled and sent to the central supply 
room for further cleansing and autoclaving. 


Each morning a laboratory technician types 
and determines the serology on the blood that 
was taken from the previous day and places the 
label with the type of blood on the flask. All 
bloods showing positive serology are discarded. 
This procedure greatly simplifies the laboratory 
work. From the hours 8:00 a. m. to 10:00 a. m., 
the technician can type and determine the serol- 
ogy. We have enforced a rule that all requests 
for blood transfusions, other than emergencies, 
must be in the laboratory by 8:00 a. m. In this 
way the problem of typing, serology, and cross- 
matching are finished by 10:00 a. m., and the 
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technician may go about her other duties without 
having to stop and set up a typing or cross- 
matching. 


We have a room set up as a “blood taking room” 
which is part of our clinical laboratory. The space 
utilized for blood taking is about 8 ft. by 12 ft. 
and the room contains 2 examining tables, 2 bed- 
side tables, 2 stools, a sink with water suction 
apparatus attached, and a small refrigerator. The 
room is kept surgically clean. Blood is taken from 
the donors in this room and the flasks are placed 
in the refrigerator in this room where they re- 
main until the serology is reported negative. As 
soon as the serology is reported negative, the blood 
is transferred to the main blood bank, which we 
keep in the central supply room, which is open 
24 hours a day and under graduate nurse super- 
vision. The blood is then dispensed upon requisi- 
tion from the central supply room. 


Value of Stored or Bank Blood 


Red Blood Cells: The erythrocytes normally 
remain intact for from 10 to 20 days and then 
there is a rather rapid hemolysis. There is no 
definite criteria for the discarding of stored blood. 
The presence of gross hemolysis has been our 
yard-stick and we routinely discard all blood in 
which there is a definite gross hemolysis, or any 
blood over 12 days old whether there is hemolysis 
or not. Due to the increased fragility of the eryth- 
rocyte the recipient of stored blood occasionally de- 
velops a jaundice and hemoglobinuria. This is 
not accompanied by chill and fever and should not 
be confused with a true reaction such as occurs 
with the administration of incompatible blood. If 
possible the urine of the recipient of stored blood 
should be alkalinized to prevent the precipitation 
of hematin within the tubules of the kidney and 
a resulting anuria. 


In addition te the progressive hemolysis there 
is a slow but constant diffusion of potassium from 
the red blood cell to the plasma. DeGowin and 
others, however, have shown that this never 
reaches concentrations which would be detrimen- 
tal to the recipient. 


White Blood Cells: The white blood ‘cells of 
stored blood deteriorate quite rapidly so that by 
the end of the fifth day the total white count is 
reduced approximately one-half. The phagocytic 
power of the neutrophiles is markedly diminished 
in 48 hours. 


Thrombocytes: The platelets deteriorate at 
about the same rate as the white blood cells. 
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Prothrombin Activity: There is considerable 
variation in the opinions concerning prothrombin 
activity of bank blood. Apparently the activity 
remains constant for about four days and then 
rapidly diminishes, so that stored blood would be 
of little value after the fifth day in the treatment 
of prothrombin deficiency, unless the patient re- 
ceived adequate doses of vitamin K and bile salts. 


Certainly fresh citrated blood is of more value 
in some respects than stored blood, but in other 
respects stored blood is just as efficacious. 


“Blood giving” apparatus now being used 
Above and center, unassembled; below, assembled. (The 
flask is inverted and placed in the wire holder which is 
suspended from an upright hooked standard) 
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The Hospital Blood Bank 


In hemorrhagic diseases, fresh citrated blood is 
superior. In acute hemorrhage, shock, and in 
maintaining normal fluid balance, stored blood is 
just as efficient. In many instances, especially in 
a charity hospital, it is not so much the question 
of the merits of fresh citrated blood over stored 
blood as it is a question of bank blood or no blood. 


Recently, we have been salvaging the plasma 
from our stored blood so that there is no wastage 
other than the 2 per cent lost from those in which 
a positive serology is found. Plasma has certain 
definite advantages and is easily obtained by cen- 
trifuging the flask and drawing off the plasma 
by means of a sterile spinal puncture needle. 
Plasma may be stored three to five months 
without deterioration. It may be pooled and ad- 
ministered without any time consuming typing 
and cross-matching. In many respects blood 
plasma is superior to whole blood especially in the 
treatment of burns, hypoproteinemia and surgical 
shock, and, in addition, may be employed as an 
interval measure in emergencies before the trans- 
fusion of whole blood. 


Comparative Cost of Bank Blood Versus 
Direct Whole Blood 


During the year 1938-1939, these hospitals gave 
only 38 direct blood transfusions, totaling 20,200 
c.c. of blood. These transfusions were taken from 
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professional donors who were paid at the rate of 
$5 per 100 c.c. The total cost of the blood alone 
for this period was $1010. In addition to this 
must be computed the cost of the apparatus used 
for direct transfusions and the labor involved. 


During the year 1939-1940, with the installation 
of the blood bank, the following figures are proof 
that the blood bank resulted in a much more in- 
expensive unit of blood than the old method; num- 
ber of transfusions given, 1830; number of c.cs. 
of blood given, 910,500; total cost to the hospital 
for operation of the blood bank 1939-1940, 
$1608.61. Unit cost of blood per 500 c.c. was 
$0.879. 


From the above figures it is obvious that the 
hospital did not save any equipment and supply 
expense by the installation of the blood bank, but 
the majority of the money charged to cost of op- 
eration of the blood bank was due to the medical 
equipment and supplies necessary for its instal- 
lation. Added to this was the cost of changing 
the type of flasks used twice, and changing the 
“donor taking’ equipment. From the above fig- 
ures it will be noted that in 1938-1939, we gave 
only 38 transfusions at a cost of $1010, whereas 
the year 1939-1940, it cost us $1608.61 for equip- 
ment but we were able to give 1830 transfusions. 
Thus increase in the number of transfusions is, 
of course, of unestimable therapeutic and prophy- 
lactice value to the patients and to the hospital. 
The unit cost of the blood obtained from profes- 
sional donors was $25 per 500 c.c., exclusive of 
original cost of equipment and labor in compari- 
son with the unit cost of bank blood which was 
$0.879 per 500 c.c. 


Summary 


1 The 500 c.c. unit cost of bank blood during 
the past year using a vacuum system was $0.879. 


2 The units cost of blood with our present non- 
vacuum system is estimated at $0.368 per 500 cc. 
Unit exclusive of labor and sodium citrate needed. 
Our labor for this now is supplied by interns. 


8 During the past calendar year 1830 trans- 
fusions were given with bank blood and 44 reac- 
tions occurred or a reaction percentage of .024. 


4 It has been established that bank blood and 
bank plasma have certain definite advantages over 
direct whole blood. 


5 The availability and use of adequate amounts 
of blood will lessen “patient days” by hastening 
recuperation in certain types of medical and sur- 
gical cases. 
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Special Red Cross Volunteer Services 
HARRIET A. ROBESON 


sors many different services. We have many 

thousands of volunteers enrolled all over the 
United States doing many types of services, but 
I wish to emphasize the so-called special Red 
Cross volunteer services. There are nine of these 
services. 


T= Red Cross, as you probably know, spon- 


These services are definitely defined by the Na- 
tional Red Cross. We may adapt them to our 
community here and there, but the general un- 
derlying distinctions of services—the definitions 
of these services—is laid down by the National 
Red Cross. Each Chapter may have as few or 
as many of these services as it feels capable 
of undertaking. Very often the community is 
not adapted to some of these services and 
therefore more emphasis is put on others. In 
some Chapters we have one or two fairly new 
services. It is always a great pride and pleasure 
to be able to add one of these special volunteer 
services to our Red Cross program. I would like 
therefore to speak of what we do in Boston. This 
may or may not apply to all Red Cross commu- 
nities. 


During the World War naturally the Red Cross 
was asked for many different types of volunteers, 
but even in those days when the need for training 
was not so obvious or recognized as so essential, 
the Red Cross felt they should not send the volun- 
teer to meet this need without some sort of prep- 
aration, and they began at that time special train- 
ing courses, among them, First Aid, Nurse’s Aid, 
Gray Lady and some of those special types of 
courses. 


Needless to say, after the World War many of 
these volunteers discontinued their work with the 
Red Cross. It was really only ten years ago that 
Miss Boardman, who was the National Director of 
Volunteer Service for the Red Cross in Washing- 
ton, felt that if these services had proved valu- 
able in the World War and in the Army hospitals 
—where a few of these services were still being 
carried on—why should they not be equally valu- 
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able in civilian hospitals and in our communities? 
The types of service that were selected for these 
activities had very definitely proved their use and 
proved their value during the war and, as I go 
along and describe these services, I think you will 
see that every one of them, acting at the present 
time on a peace-time basis, may very rapidly be 
mobilized into disaster and war services. 


Settlement Work 


For instance, there is our settlement work. We 
have many volunteers come in for settlement 
work. We do not have enough places for them, 
and if we cannot persuade an applicant who wants 
settlement work to take up some of the other 
services, we generally turn her over to Mrs. James 
Donovan, director of the Volunteer Service Bu- 
reau, who may find a place for her in the type of 
service she desires. 


The Purpose of Special Services 


The purpose of these special services is to train 
groups of volunteers all over the country who 
through their work and experience and regular 
attendance, assuming special duties, may be ready 
and trained for disaster. The first object of the 
Red Cross, is to be ready for emergency disaster, 
but in the meantime we have our current activ- 
ities, for which volunteers are also being trained. 
I think probably a great many people do not real- 
ize the extent of our peace time actvities and 
that we do very definitely give service to our 
communities. 


In our Boston Chapter House, as part of our 
peace time program, we give some type of volun- 
teer service to ten institutions giving institutional 
care, to nine educational agencies, to nine feder- 
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ations and councils, to twenty-eight youth agen- 
cies, to six public ‘health nursing groups—I may 
say that this goes outside of the city limits of 
Boston, for we have metropolitan Boston for our 
Chapter and these figures include our outlying 
groups too, not actually in Boston proper—nine 
health agencies and four services for the handi- 
capped, and we also send volunteers to twenty- 
seven settlement and neighborhood houses. These 
activities are carried on every day in the week, 
so to speak. 


Many people think of us as a skeleton organ- 
ization just sort of marking time until the disaster 
strikes, and then we get into action. Our last 
executive director always saw red when anybody 
suggested that we keep going on a skeleton organ- 
ization. He said, “There is no red blood in a 
skeleton, and you cannot revive a skeleton, and 
it is not the right name to call any restricted pro- 
gram anyway.” So we never work on a skeleton 
organization. It is only because of our peace time 
activities that we are ready for the disaster. 


We believe that the value of a definitely enrolled 
volunteer is that she belongs to an organized 
group. The volunteer is trained for a specific re- 
sponsible share and definite period of service. We 
believe that this makes for dependability and for 
very valuable experience. 


Uniforms for Volunteers 


Each of our volunteer services is designated by 
a special uniform. I am not going into all the 
insignia that may be on some of these uniforms. 
I am going to tell you how we use that as a sort 
of a prop a little later and as an incentive for 
our volunteers, but I would like to explain the 
services which we have and the training which 
we give for each of these courses. I may say that 
not all of the courses have training, as you will 
see when I describe the duties. 


A staff assistant is designated by a yellow uni- 
form. This type of volunteer does largely clerical 
and office work. She may be a trained stenog- 
rapher, she may have a little typing experience, 
she may have no office experience whatsoever, but 
she comes in to give some type of service. We 
have a group on roll call filing and that sort of 
thing which is carried on by this type of service. 
These volunteers have twelve hours of lectures 
interpreting the Red Cross to the volunteer. These 
volunteers serve in every department of the Chap- 
ter House. They help the staff wherever there 
is a need. They naturally must know what the 
purposes of the Red Cross are, what the different 
department’s responsibilities are, and take their 
part intelligently in the program of the depart- 
ment to which they are assigned. 
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We think that we are going to add some new 
training to this particular group. This is largely 
a lecture course of twelve lectures interpreting the 
Red Cross. 


Production 


The Production Department takes charge of or 
handles the sewing, knitting, and surgical dress- 
ing of our Chapter House. These activities are 
carried on very definitely on a peace time basis, 
and I need hardly tell you what the tremendous 
increase is, due to our war program. Needless 
to say, there is no training for this type of vol- 
unteer service. However, I may say from what 
we receive in the way of sewn garments that it 
might be very well for us to start a dressmaking 
course, and it may be that eventually we may do 
something of that kind, but at the present time 
there is no specific training for this course. 


There is great opportunity for promotion and 
for people to take responsibility. We have many 
steps in our Production, and that, we always feel, 
is of great value in training our volunteers. We 
may say that the training of these volunteers is 
in the actual service which they render. 


Work Among the Sightless 


The Braille Department is really a very special 
type of service. The training course consists of 
twelve lessons of two hours each, but no volun- 
teer, unless she is extremely capable with her 
hands and with her intellect, can finish that course 
in twenty-four hours. This work is largely done at 
home. You enroll in a Red Cross Braille class, 
you come and get your instruction and you go 
home and do your lesson. Those lessons are proof- 
read and are very carefully supervised. If there 
are too many errors they have to be done over. At 
the completion of this course a forty-page tran- 
scribed manual must be done without any super- 
vision, so to speak. That manual goes to Wash- 
ington, to the Library of Congress where our Red 
Cross representative is, and that manual is passed 
upon. The Braille transcriber is not accepted and 
does not receive a certificate until that manual 
is passed by the Library of Congress. I may say 
I think it is a very difficult course, having strug- 
gled on it for many years and not having yet 
completed it. 


The Canteen 


Our Canteen is one of our newest services. It 
developed out of the need following the hurricane. 
You remember the hurricane gave us areas in our 
localities and surrounding districts where there 
seemed to be great danger of fire hazard. At the 
suggestion of Washington we developed our Can- 
teen in our outlying branches and districts where 
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the fire hazard seemed the most serious, with the 
idea that, if there was a fire, these groups would 
take care of and feed the fire fighters as well as 
any people who had been removed from their 
homes. 


This group mobilized very rapidly and during 
the past winter has been serving lunches to the 
staff and the hundreds of volunteers in a most 
efficient way. These groups are broken down into 
local groups, Brookline, Belmont, Newton and so 
forth. Each group carries its own responsibility 
and is learning through experience how to order 
for mass feeding, serving proper food and special 
diets, and so on. We are definitely planning for 
a course in quantity feeding, mass feeding, serv- 
ing of foods, and things of that kind. These work- 
ers are in disaster work both in kitchens for mass 
feeding and in homes of individuals, wherever the 
need may be, such as taking food to the homes 
of the sick. In some of the Chapters in the coun- 
try they have a supplemental feeding program 
for the children. In many of the Chapters there 
are definite nutrition courses for their canteen 
workers, and we hope to have that in Boston this 
winter. 


Hospital Aide 


Our Hospital Aide has a course which I think 
is probably the most difficult of all. I am going to 
use her as an illustration a little later, so I am not 
going so much into detail now. We do have a 
twenty-four course of lectures and demonstra- 
tions and actual practice in the simple hospital 
procedures. That is very carefully supervised by 
a trained nurse. There is a certain amount of 
home work. This is followed by a lecture course— 
six lectures—on what we call Hospital Interpreta- 
tion. I rather like the word “orientation,” and 
I think I may borrow it. We call it an interpreta- 
tion of the hospital services which the volunteer 
will meet as she goes into the hospital. 


She then goes in under a captain, who is a grad- 
uate, and gives fifty hours of service under close 


supervision. Needless to say, we could not do 
this unless we had the full cooperation and help 
and support of the hospitals we serve. After that 
we ask the volunteer to give twenty-five hours 
more on her own responsibility, so to speak. We 
like to see how she “swims” if she is left alone. 
At the end of that time she receives her cap and 
certificate and becomes a hospital aide. 


The Gray Lady Service 


Our Gray Lady service is the formal term for 
the Hospital and Recreation Service. During the 
last war these workers served in the Army hos- 
pitals and because of their uniform they were 
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designated as “Gray Ladies.” Now Iam sure they 
would hate to be called “hospital and recreation 
workers.” I believe last year they started sug- 
gesting in Washington that we might change the 
term “gray lady” and there arose protests all 
over the country. The Gray Ladies are very proud 
of their name. 


These volunteers attend twenty hours of lecture 
work and then they give fifty hours under super- 
vision in the hospital. These lectures are also on 
hospital interpretation, such things as the organ- 
ization of the whole hospital, the development and 
set-up of the out-patient department, the history 
of nursing, hospital ethics, medical social service, 
the approach of the lay person to the sick, lectures 
on occupational therapy, library service, diversion 
of the needs of the patient to the different ap- 
proaches. At the present moment we are going 
to add recreation. We find that the Gray Ladies 
who have been trained, who have had this lecture 
course for civilian hospitals, lack something to be 
in the service in military hospitals, and that is 
largely experience in recreation. 


During the war these Gray Ladies not only did 
bedside visiting, which was one of their major 
activities, but they also went in all the Red Cross 
recreation huts and therefore were largely re- 
sponsible for the entertainment or for the man- 
agement of the entertainment for the patients. So 
we are including now a group of four lectures and 
possibly demonstrations, and perhaps even more 
if we include demonstrations and we can get some- 
body to put on a real program for us. We are 
in contact now and I know that we will add recre- 
ation and some forms of adult recreation to our 
training program. 


The Motor Corps 


The last, and very far from least, is our motor 
corps service. This motor corps has served ever 
since the last war. We are very proud of the Bos- 
ton Motor Corps because it was the first in the 
country. The motor corps, as you probably know, 
transports patients to and from clinics so that 
these patients may have the treatment of which 
otherwise they might be deprived. For example, I 
think we have had quite an extraordinary record, 
the motor corps transported eleven hundred pa- 
tients during one month to and from clinics for 
their treatment. They also are of invaluable serv- 
ice to the Red Cross Chapter House. They do all 
our errands, they transport visitors back and 
forth, they deliver all our roll-call supplies, and in 
this present war works program we could not 
possibly have carried on without the motor corps, 
which has delivered thousands and thousands of 
sweaters to be knit and sweaters that have been 
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completed and must come back to us, garments 
that have been cut and garments that must be 
returned to us completed. 


The motor corps has always required a fifty- 
hour probationary period. Our ambulance drivers 
have always been required to take first aid. All 
motor car drivers are now required to take the 
Red Cross First Aid courses and they are to take 
a course in simple motor repair. 


These are our services and the type of training 
that is required for each. , 


Developing the Interest of the Volunteer 


I would like to take as an example the way we 
try to stimulate our volunteers. I know that in 
the olden days—perhaps today we do not have 
the same difficulty—we always had the question, 
How can we keep our volunteers? We believe that 
one of the ways of keeping them, keeping them 
interested and keeping them stimulated, is to add 
some sort of additional training in the second 
year and also to give them something in recogni- 
tion of the service which they have rendered. 


Each service, besides the uniform, has a special 
pin. That pin is earned. At-the end of fifty hours 
of satisfactory service they may have their pin. 
In some of the smaller communities, as prescribed 
in National Red Cross regulations, they require 
only eighteen hours of service to secure a pin. 
That is because in some of the small outlying com- 
munities there is a very small group of workers 
and the service that may be rendered in that com- 
munity is so limited that if they required fifty 
hours of all their workers they might not be able 
to have enough work for them, so they would 
rather have a large number and require a smaller 
number of hours of each. But in our Boston Chap- 
ter we require fifty hours of service before the 
pin is obtained. 


The pin is not a reward of service. The pin is 
a pledge of future service. By accepting the pin 
they signify in good faith that they mean to con- 
tinue this service for four years. Now there are 
obviously times when the volunteer loses her in- 
terest in the work, when she is called away, and 
there are lots of times when she cannot complete 
it, but she is supposed to return her pin if she 
does not complete her four years of service. We 
believe that requiring this (it has gone up to a 
hundred hours, fifty hours for a pin and some ad- 
ditional hours I will tell you about later), that 
this yearly experience shows that the volunteer 
is adaptable and is acquiring new experience all 
the time and is making herself more valuable. At 
the end of four years she may go on the reserve 
list if she no longer wishes to be active. 
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Recognizing Service 


We have other little ways of recognizing hours 
of service. At the end of the first year of service 
we give a stripe on the sleeve. At the end of 
four years of service the three stripes are removed 
and a chevron is placed on the sleeve. This is 
something for which to work. We find that no 
volunteer ever lets a stripe slip by; if she is ready 
for a stripe she claims it and she takes great pride 
in putting it on her uniform. Also, in the hos- 
pital this is of great use to us because we know 
instantly whether the volunteer is a new recruit or 
whether she is a second year or a third year or a 
really tried four-year-or-more experienced worker. 


There is something more in the value of this 
insignia. We are all human; we like some little 
recognition of our service. It is also something 
for which to work, and I think the greatest part of 
it all is pride in achievement, and if we can give 
that to our volunteers we have given them some- 
thing that makes them happy and dependable in 
their work. This also gives us an opportunity to 
know our volunteers and by the end of four years 
we know pretty well just where we may place any 
of these volunteers and which ones may take re- 
sponsibility in. time of great disaster and need. 


There is another thing that I would like to 
speak of, and that is the uniform itself. I may 
say that the average young volunteer who comes 
into the Red Cross says, “Why do I have to wear 
a uniform?” They think it is a little bit affected 
sometimes. ‘They have many reasons for not 
wearing it: It is a bother; if they wear it at all, 
they must wear it properly, and it really takes 
considerable time to keep the uniforms in good 
condition and to wear them as we wish to have 
them worn. 


We have several reasons for the volunteer uni- 
forms. First, it defines the service which that 
volunteer is rendering, which to us is important. 
I think one of the important things also is that 
we lose the individual “I” and we become a co- 
operative “We”; they are working for an organ- 
ization, a group, and I think we are much more 
objective in our approach. We believe it adds 
dignity to the service. It also shows an institu- 
tion that the volunteer has a right to be there and 
I may say that it gives more confidence to the 
volunteer because she feels that she is more 4 
part of the organization which she serves, and I 
believe—I have heard it many times—that it gives 
confidence to the patient, that they prefer a person 
who is in uniform, who stands for something, par- 
ticularly the Red Cross uniform, which is recog- 
nized all over the world, and it gives them a con- 
tact and a feeling that they are among friends. 
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thought, and effort devoted to the subject of 

public relations. This shows that more hospi- 
tals than I realized have awakened to the necessity 
of telling people that hospitals fill a vital place in 
our society. In this respect, they are passing 
through the same process of thinking that many 
businesses passed through several years ago. 


AM somewhat surprised at the amount of time, 


Unfortunately, because public relations is rela- 
tively new, there is a real danger that we will tend 
to confuse our thinking by considering it as some- 
thing mysterious and baffling. There is the dan- 
ger, too, that we will consider it as something that 
can be accomplished very easily. 


Public Relations Defined 


May I then—and I do this most humbly—start 
with our definition of public relations, a compara- 
tively new term for a very old thing. Public re- 
lations is merely getting yourself understood and 
liked. May I add the thought, that this objective 
—whether it be an individual, a business enter- 
prise, or a hospital that is concerned—requires a 
deliberately planned course of action and a con- 
tinuous, not a spasmodic, effort. 


I, personally, find it helpful to think of public 
relations in this way, because it makes me realize 
that just as you and I cannot hire anyone to make 
friends for us, by the same token, hospitals and 
businesses cannot buy good will, they must earn 
it by their conduct. Whoever measures the com- 
monly accepted conception of public relations as 
so many hundreds of inches of newspaper stories 
has failed to think the problem through. 


One could assume that it would be an outline 
of a national publicity program and a recom- 
mendation for a large expenditure of money. 
Much as any advertising man would glory in an 
assignment like this, it is evident, I believe, that 
the most effective step in any national program 
is for each hospital in the country to carry on a 
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definite plan of publicizing locally its work to the 
people whom it serves. 


Now, may I present 2 case study which illu- 
strates some of the experiences which we have had 
at Ellis Hospital some of the things that we have 
done and are planning to do, and a few general 
observations. Here are the conditions: 


1 Ellis Hospital is the only voluntary hospital 
in a city of nearly 100,000 people and serv- 
ing a community of some 135,000 people. 
It has really no competition. 


Schenectady is primarily a two-industry 
town—almost all of the people work for 
either the General Electric Company or 
the American Locomotive Company. Both 
of these companies, naturally, want to see 
the hospital operated in the best possible 
way. Thus, the Board of Managers, for 
years, has consisted of leaders of these 
two companies, plus able profesional men 
and civic leaders. You see, the board has 
always been made up of competent and 
highly-respected men. 


One member of the board, and one of long 
standing, is president and manager of the 
only morning newspaper, so the hospital 
has had an excellent avenue for news. 


When these factors, and others, are considered, 
they indicate that, if there are voluntary hospitals 
today that can get by without a public relations 
program, Ellis Hospital is one of them. Yet the 
need for a program strangely enough, was demon- 
strated by a very successful campaign to raise 
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money for a much-needed addition. The campaign 
was conducted by an outside agency, the amount 
sought was $700,000, and more than $850,000 was 
pledged. But eut of that campaign came a definite 
criticism that showed a lack of comprehension as 
to what the hospital meant to the average 
Schenectady citizen. 


The president of the Board of Managers, then 
and now, is C. H. Lang. For years, he had been 
engaged in advertising for General Electric; in 
fact, up until a few months ago, he was the com- 
pany’s advertising manager. With his training, 
he realized the need for a public relations program, 
one that would not be elaborate but that would tell 
and retell the story of what Ellis Hospital means 
to Schenectady. Mr. Lang has not felt the need 
to employ someone for this work nor to retain 
anyone on a consulting basis. In his department 
there were members who were interested in the 
hospital and who had some knowledge of publicity. 


The program began when the new addition was 
dedicated. The ceremonies took place in the 
middle of June, just before the closing of schools 
and the beginning of vacations. We realized that 
the time of year was against us and determined 
that, even though we could not attract many 
people to the dedication, nevertheless we were 
going to let everybody who read the newspapers 
or listened to the radio know that the addition was 
completed and what its facilities would provide. 


The Cooperation of Newspapers 


Both the morning and evening newspapers, 
when approached with a suggested plan, of their 
own volition, gave us pages of space. Our sole 
contribution was to provide a few stories, take a 
few pictures, and place ourselves at their dis- 
posal to look up and check any facts. Several 
weeks before the ceremonies, we inaugurated a 
series of radio broadcasts, the most of which we 
wrote ourselves. We had round-table discussions 
in which members of the board and of the admin- 
istrative staff took part. We gave the history of 
the hospital, answered such questions as those 
that had been raised in the campaign, stimulated 
trips through the new addition with an interview- 
er presenting questions to the administrator. Cer- 
tain members of the administrative staff de- 
scribed the work of their departments and showed 
how the new facilities would help them to serve 
Schenectady. We invited every member of the 
fund-raising campaign to come to the hospital on 
specified days where they were met by members 
of the board and conducted on a tour through the 
new addition. 


Establishing the One-Point Contact 


We were then ready to go to work on a long- 
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time program. The first step was to establish a 
one-point contact in the hospital for all publicity. 
In our case, it is the administrator; but whoever 
is chosen, it should be someone who has a concep- 
tion of what makes news, a sympathetic under- 
standing of people, and a familiarity with all de- 
partments of the hospital. This individual should 
then enlist for this work a few people in the hos- 
pital who will be alert to opportunities for 
publicity. It is desirable to have this group meet 
occasionally for discussion with men who have 
some publicity knowledge and to prepare for the 
members a few fundamentals as to what makes 
news. An occasional dinner meeting with rep- 
resentatives of local newspapers is helpful in edu- 
cating the group in detecting news possibilities. 


The Hospital Program and its Four Groups 


Having established the personnel and organiza- 
tion, our program, and any such program, divides 
into quite definite channels. It is a well-accepted 
principle in business today to consider that a 
public relations program should be planned to 
reach four groups—employees, stockholders, cus- 
tomers and the general public. A hospital pro- 
gram, too, divides just as definitely into four 
groups—employees, potential contributors, pati- 
ents and the general public. Such a conception of 
a public relations program tends to clarify one’s 
thinking, for, by breaking the program into four 
distinct problems, the work can be more carefully 
organized. 


The Employees 


Now, let us consider what may be done insofar 
as employees are concerned. First, it is necessary 
that these employees be satisfied, that they realize 
that they are receiving the sanie rates of pay as 
those in comparable hospitals in or near the same 
community, and that possibly they have protection 
such as is provided by the Hospital Plan. Ad- 
mittedly, the employees of a hospital are a rather 
diverse group, and so it is difficult to bring them 
together in a social way. However, nurses’ as- 
sociations, with dances and occasional parties, do 
tend to build an esprit de corps. 


One method that we have used is the well- 
accepted one of issuing an employees’ magazine. 
Although this is prepared with some assistance 
from outside the hospital, we are endeavoring 
to make it, if possible, a complete hospital effort, 
with an editor and departmental reporters from 
the hospital staff. We are now experimenting 
with a mass-production sheet of general hospital 
news with one page, each issue, of the news of 
Ellis. This will be distributed not only to em- 
ployees, but also to patients. Occasionally, if we 
adopt this method, we will insert in the copies to 
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employees single sheets of interest to them alone. 
Whatever the form, a magazine provides the 
opportunity to establish any new policies, to em- 
phasize the need for courtesy and patience at all 
times, to educate employees as to hospital facili- 
ties, and to give them a broad viewpoint of what 
hospitals mean to the community. Of course, 
there are many other ways that can be developed 
to do this job. 


The Potential Contributors 


Insofar as potential contributors are concerned, 
a definite mailing list should be maintained at all 
times. This should be checked regularly to be 
certain that it will be active and up-to-date. One 
mailing that should be made is the Annual Report 
in which mention is made of contributions that 
the hospital has recently received. To this can 
be added booklets which are prepared for use in 
the hospital such as those which describe special 
facilities, possibly the work of the maternity divi- 
sion, a booklet of rates and rules. In every case 
the mailing should be accompanied by a personally 
signed letter from the administrator. In our case, 
as in the case of many voluntary hospitals, we 
receive assistance from the Community Chest, 
and so we are careful to include all those who are 
interested in Community Chest work, regardless 
of whether they are considered as potential con- 


tributors themselves. 


The Patients 


The program for patients should start when 
he first enters the hospital. He should be given a 
booklet which contains his room number, the 
daily rate, and the rules and regulations of the 
hospital. From the booklet he knows just what 
services are free and those for which extra 
charges will be made. This, in itself, eliminates 
many misunderstandings and questions which try 
the patience of supervisors and nurses. For him 
should be provided, too, every possible conveni- 
ence; a small counter at which articles of common 
use can be bought is only one method of convinc- 
ing him and his family that every effort is being 
made to provide for his comfort and convenience. 


At little expense, provision can be made for de- 
livering papers and magazines, for barbers and 
beauticians, for radios, etc. Certainly he should 
be encouraged to voice his complaints and be given 
a form on which he can register complaints to his 
heart’s content. All complaints should be sum- 
marized and reported to the Board of Managers. 
When the complaints on any one item presist, the 
condition should be corrected. But the greatest 
value of this apparently trivial detail lies in the 
fact that it gives that patient an opportunity to 
“go on record” instead of carrying his grievances 
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home to his family and neighbors. When he leaves 
he should receive a bill and be given the oppor- 
tunity to examine it and raise any questions with 
the cashier. After he has left, he should receive 
a letter or card from the administrator inquiring 
as to his condition and expressing the hope that he 
will write in any further suggestions that may 
have occurred to him for improving the hospital 
service. All of these are now done at Ellis 
Hospital. 


Handling Complaints 


And now may I mention, by means of a story, 
another important public relations item. Several 
of us have made it a point to seek out complaints 
against the hospital. Here is one that I recall: 
A young chap took his wife and first-born home 
from Ellis Hospital. He had a question about his 
bill, paid the part about which there was no ques- 
tion, and an agreement was reached regarding the 
remainder. A month later he received a “please 
remit” statement for the amount that had been in 
question. He called the hospital, explained the 
circumstances, and everyone was satisfied. A 
month after that he received a second statement. 
I can assure you that the case was definitely closed 
at that point. Despite this incident, I am con- 
vinced that there are very few irritating cases of 
this kind, for the administrative staff is constantly 
alert to this most important public contact. The 
point that I wish to establish is that incorrect bill- 
ing, meals, equipment, and, in fact, everything 
that may affect the public’s reaction should be 
considered in a public relations program. 


Interesting the General Public 


The problem of interesting the general public 
has been discussed widely. However, I would like 
to illustrate, with an actual case, a problem which 
we have had and one that seems to be unique in- 
sofar as hospital publicity is concerned. One of 
the best news stories that we prepared covered a 
new x-ray equipment. The paper gave us nearly 
a whole page and a large illustration. The data 
were thoroughly checked by the members of the 
administrative staff, we obtained releases for the 
use of the picture, and yet, when the story did 
appear, we were criticized for “advertising” the 
hospital. We heard about “the dignity of the uni- 
form” and a few words about “professional ethics.” 
We found it rather refreshing to meet people who 
apparently did not like publicity. The only solu- 
tion that we have found to this problem is to 
preach the sermon that the hospital must be 
known in order to serve its community. 


In any program, the public relations man, work- 
ing in cooperation with at least one member of the 
board of managers, should establish close contacts 
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with the newspapers of the community. These 
contacts can be strengthened through occasional 
luncheon meetings and trips through any new 
additions or to see new equipment in the hospital. 
In our case, we have found the newspapers very 
cooperative after they have been sold on the opin- 
ion that the hospital was a worth while community 
project. Thus, news stories have often been ob- 
tained solely by a call from the administrator to 
the reporter to whom the hospital has been as- 
signed. 


Another method of making the hospital known 
is to arrange for talks to the service and other 
clubs by authorities on x-ray, those in the patho- 
logical laboratory, and, in certain cases, by the 
physicians and surgeons. These clubs should be in- 
vited also, if a restaurant is available in the hospi- 
tal, to hold one or more of their weekly meetings 
there, when a short and simple program can be ar- 
ranged to present the hospital story to each group. 
We have been quite successful in this phase of the 
work. At times, there are also opportunities to 
have leaders of the hospital speak over the radio 
in connection with some unusual incident. 


Only when a thoroughly organized program by 
individual hospitals is being conducted will it be 
possible to reap the greatest benefits from a na- 
tional program. Again, the first step toward such 
a program is one of organization and personnel. 
Personally, I believe that you have the organiza- 
tion right in the American Hospital Association 
adequate to do the job. 


There are certain things that can instantly be 
put into effect. One is to interest the manufac- 
turers of hospital equipment and supplies in an 
extension of the publicity on the human interest 
work of the average hospital. From representa- 
tives of different states now attending this con- 
vention there can be gathered such data as those 
on the number of free patients treated by the hos- 
pitals. From these could be prepared striking 
stories that would show just how voluntary hos- 
pitals serve all the people. 


A list can easily be started covering every na- 
tional and state meeting of physicians, surgeons, 
and hospital technicians. The attention of the 
newspapers located where these meetings are held 


can be called to the importance of the meeting and 
some advance data provided them to prepare a 
story. For important meetings, news releases 
can be written up and sent out nationally, espe- 
cially to those papers in the home towns of each 
hospital representative who attends. 


Radio is rather an expensive medium, but the 
Hospital Day program could be broadened. With 
such an organization in operation, there are really 
no limitations to possible ways of telling the hos- 
pital story, and of telling it in a way that would 
violate no ethical standards. 


Need for a Public Relations Program 


Now may I revert, very briefly, to the first part 
of the subject—the need for a public relations 
plan. The voluntary hospital is largely dependent 
upon the contributions of civic-minded and phil- 
anthropic people. We all realize that the number 
of people able to make such contributions is di- 
minishing each year. Those who can give are 
being importuned by an ever-increasing number 
of people to add their support to many projects. 
If the voluntary hospital does not tell its story 
in an aggressive manner, it may soon find that its 
ability to serve patients with up-to-date equipment 
and modern facilities will be critically curtailed. 


Still another factor is the need for enlisting for 
the board of managers the services of competent 
men—able men who are willing to devote some 
time and thought to the work of the institution. 
But again, the demands upon men of this type 
seem to be constantly increasing and so there is a 
need to emphasize the vital service which the vol- 
untary hospital provides in order that such men 
may be attracted to it. 


And finally, an interpretation of the voluntary 
hospital’s position in the community is essential 
as a counteracting force against stories and opin- 
ions which inevitably seem to start about any pub- 
lic institution. If these stories, which have their 
beginning so frequently in trivial and inconse- 
quential incidents, are not refuted by means of 
the retelling of the good done by voluntary hos- 
pitals, they may swell to dangerous proportions 
and conceivably result in legislative action which 
would endanger hospital work. 
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Part-Time Public Health Center Started 
on Edge of the Arctic Circle 


MARY K. COLTON 


the Bering Sea joins the Straits of the same 

name lies King Island, just a pile of rocks 
jutting up from the sea for 1000 feet. The winds 
blow here most of the year and so no trees grow, 
but wherever there is room for a root-hold wild 
flowers spring up, and the luxuriant growth 
against the rocks is beautiful. About two hun- 
dred Eskimos live here, gaining a livelihood as 
their forefathers did from the sea and the air, 
for the birds, of which there is an endless variety, 
contribute much to their living. 


Fe up on the edge of the Arctic Circle where 


During the winter the men hunt on the ice for 
walrus, seal, and whales and, apparently, no part 
of any animal is wasted, portions not used for 
human food being utilized for dog food, fuel, etc., 
and the tusks are carved into many beautiful and 
valuable articles which are traded for necessary 
materials not found on the island, such as sugar, 
flour, and other staples. 


Office of Indian Affairs Sends Medical Aid 
to the Island 


For many years these people went to Nome 
as soon as the ice was gone, traveling in their 
“amiaks,” as the large skin boats are called. They 
were one of the attractions during the tourist 
season. Living in small shacks, they turned the 
umiaks over and worked under them at carving 
and found a ready market for their goods with 
the local traders, as well as the tourists and people 
of the town. However, in 1939 an epidemic of 
measles struck the Territory and these people, 
living in temporary homes and unaccustomed to 
such infections, suffered terribly. Many children, 
as well as some older people, died and all were 
very ill and most unhappy. Because the men were 
so weak and ill and the group could not stand 
the return trip to the Island by umiak, it was 
necessary to have a steamer take them to their 
homes and much difficulty ensued. For a time 
it appeared that they must remain in Nome for 
the winter, and this possibility was the cause of 
much worry to the Islanders, as well as to the 
persons responsible for their welfare. Having 
finally reached their homes in November, they 
were loath to leave again. They were especially 
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anxious not to expose their children to another 
season in the place that had been so unfortunate 
for them, but some things not available on the 
island were necessary. 


They requested the Office of Indian Affairs in 
Juneau to supply medical aid for the summer 
period, this having been one of the routine needs 
met each season in Nome. It was my good fortune 
to be the nurse selected for the assignment, for 
surely a summer spent among these sincere, sim- 
ple, and kind people has been a privilege. 


The first ship to reach the island each spring 
is a Coast Guard Cutter of the Bering Sea Patrol. 
These boats are warmly welcomed, as they bring 
mail and much needed supplies. The doctor and 
dentist offer aid to the natives all along the coast 
and people flock to consult them. They are most 
kind and considerate. Often, too, men out in 
boats during storms have been returned te their 
homes by the Coast Guard, and the natives have 
a real affection for the personnel. 


Truly a “Stern and rock bound coast.” The cut- 
ter, which carried me to the island, passed the 
landing place at first, but later returned and we 
were able to get ashore, and were warmly wel- 


Mary K. Colton on the sands of Nome. Icebergs and walrus 
hunters in the distance 
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Eskimo women watching water sports 


come by the natives. I had thought I was pre- 
pared for the island, having seen pictures of the 
homes built on stilts of driftwood, but I was 
thrilled and amazed as I was helped over the rocks 
and climbed the long flight of stairs to the resi- 
dential area. 


Everywhere expressions of welcome met my 
arrival. Babies carried snugly in the backs of the 
mothers’ parkas smiled, then hid their faces. All 
these people smile a great deal, perhaps to offset 
the fact that they speak so little English. I had 
supposed that Eskimos were a fat people as their 
diet contains so much oil, but they are small boned 
with tiny hands and feet and a decidedly Oriental 
cast of features. I also expected them to be rather 
stolid but they were bright, animated, and 
friendly. 


As I visited them in their homes and worked 
with various groups, I was continually impressed 
with the resourcefulness and hardihood of these 
people. Asking nothing of more fortunate groups, 
they are entirely self-supporting and uncomplain- 
ing. I asked one woman if they were able to store 
sufficient green food during the summer to last 
all the year, and her answer, through an inter- 
preter, was that “We used it as long as we had 
it, then we just do without,” and that appeared 
to be the attitude. They were grateful for and 
enjoyed benefits they had but adjusted nicely to 
many deficiencies. 


The Eskimo’s House 


Entering an Eskimo’s house was an interest- 
ing experience for me. Nearly all houses are ap- 
proached over a board walk on stilts, perhaps ten 
feet above the ground. One first enters a shed, 
stepping over a half-door, usually putting the foot 
down on the vertebrae of a whale that forms a 
step inside. In these sheds many things are stored: 
the blubber for making seal oil for their lamps and 
for cooking, ivory for carving, pelts and skins for 
making clothing, pokes filled with the endless ac- 
cumulation of living, and often a stove made by 
the men out of two five gallon oil cans. These, 
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with ovens, fireboxes, handles of sheetiron, require 
only a small amount of fuel and are truly useful 
and ingenious. The floor of the house proper is 
raised about one foot above that of the shed, and 
the space between filled with moss. Usually there 
is only one room. This is entered through a small 
opening near the floor. 


The majority of houses, especially the older 
ones, are low and scarcely permit an adult to stand 
erect, but they are clean and well-arranged, with 
shelves and built-in cupboards that would be a 
credit to many persons with better opportunities. 
Seal oil lamps, really flat pans with moss wicks 
along one side, provide heat and light, and utensils 
for cooking are suspended above them. Keeping 
this wick trimmed must be an art, but I never 
saw one of these lamps smoking. Sour-dough 
bread, a staple of diet, is baked in this way daily 
in the majority of the homes. 


Education and Religious Training 


The Office of Indian Affairs has maintained a 
school on the island for the past ten years. There 
is also a Catholic Mission, and the buildings of 
these institutions are painted white, standing out 
beautifully against the rocky background. Some 
of the homes are also painted white. Board walks 
and flights of stairs are built from the water to 
the various levels. These walks go under houses 
and over roofs; in places rocks form the steps. 
Everywhere the luxuriant growth of wormwood 
and other plants cover many spots that might 
otherwise be unsightly. 


Due to the efforts of the Jesuit Missionary who 
has been with them for eleven years, the people 
are devout Catholics. Everyone goes to church 
at least twice on Sunday and often during the 
week. Children are cared for by both parents 
who, however, are seated men on the left and 
women on the right of the chapel. Small children 
run about and all feel quite at home in the church 
though retaining an attitude of reverence at all 
times. I have often noticed persons coming out 
of the church, which is above the village, stand 
on the steps and look up to the top of the island, 
then out over the sea, with glowing countenance 
as though thanking God for “all this.” 


On top of the island, overlooking the landing 
place, has been placed a large bronze statue of 
Christ the King, and in front of this the mission- 
ary has built a kneeling bench. This is a favorite 
spot for hikes, and the children rush as soon as 
they can see it to kneel on the bench and offer a 
prayer. This never failed to impress me and was 
most inspiring. Also inspiring was the habit no- 
ticed in all the people of asking a blessing before 
meals and offering grace after. One evening a 
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rather small boy came to show me the birds he 
had caught. It was nearly midnight and he had 
been alone on the top as he said he did not see 
any other boys when he was ready to go. This 
was before any supplies had been received and 
I suddenly thought he might be hungry, as I al- 
ways was after the climb,.so offered him a glass 
of milk. Before touching his lips to the glass 
he paused to ask a blessing, and I noticed this 
whenever food was taken by any of the people. 


On the feast day of their beloved pastor, which 
was also the fiftieth anniversary of his ordination 
to the priesthood, the Church was crowded. The 
women had decorated the altar and even cleaned 


‘the Church, a duty which had ordinarily fallen 


to Father himself. New vestments and decora- 
tions were prepared and a general effort was put 
forth to make it a day to remember. 


There was one lady who had had several strokes 
and walked with difficulty but she climbed to the 
top to pick greens with the rest. One day I noticed 
her standing in front of the chapel looking at the 
ten steps that go to it from the ground, with her 
pack on her back. I was sure she wanted to make 
a visit but dreaded climbing the extra steps, and 
soon she knelt down on the steps and made her 
little prayer, then continued her climb, apparently 
consoled and heartened by the interval. 


Family Life 


Family life is very close, the advice of older 
members of a family being sought and never dis- 
regarded, and children are obedient and respectful. 
I never saw a child punished nor disrespectful to 
an elder, and older children in a family assume 
responsibility for younger members in a most 
natural and dependable manner. 


I was impressed with the happy attitude of the 
children. Without toys or equipment they play 
so happily, laughing and romping with thorough 
enjoyment. A group of small boys played with 
ropes, coiling them and apparently imitating, with 
good effect and much pleasure, cowboys they had 


Mountains near Seward, as seen from the steamer 
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seen in moving pictures. Hop scotch was a favor- 
ite game, any flat space being marked, and some- 
one conceived the idea of putting up swings, often 
two children would have ropes facing each other, 
put their feet together and swing out over space. 
I was endlessly terrified but they were never 
frightened nor hurt at this sport. 


Everyone is always busy. When the days were 
long, men would often be seen on the roofs of 
the clubs or Kasins at midnight carving, while 
groups of women sat nearby sewing on moccasins, 
or making thread of walrus sinew for use in sew- 
ing muklets. Women visiting in homes were never 
idle. If they had not brought their work, a por- 
tion of sinew was always available and hands were 
kept busy. Babies were carried in the backs of 
the mothers’ parkas, and seemed to be most happy 
there. I have often seen a child who was fussy 
and restless put on his mother’s back and at once 
settle down contentedly, apparently relieved not 
to be bothered by handling. 


Everyone loves the babies. No old man or 
woman ever passed a child without a friendly pat 
or word, and the girls borrowed the women’s 
parkas and carried the babies about for hours at 
a time. One young couple who had lost two babies, 
adopted a child one month old just before the 
birth of their third baby. The only difference 
between these children is that the adopted child 
is bottle fed. Often I thought he seemed the more 
loved of the two, and both are pretty, beautifully 
cared for babies. There are many adopted children 
in the village although most of the women have 
babies almost every year. These little waifs are 
treasured and apparently very happy in their 
foster homes. 


Another thing that impressed me was the en- 
tire naturalness of the children, offering the 
things they had sincerely, and accepting any gifts 
simply and with dignity. Each Sunday, and often 
when I came in from work during the week, many 
children brought me wild flowers, which I loved. 
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Often the little ones were so shy they could not 
look at me as they held out the little offering, but 
always the desire to be friendly was apparent. 


Here, too, were the growing boys and girls of 
“smarty age,” cunning and interesting in their 
bravado, but I never heard an impertinent remark 
from any of them. 


The Chief 


The Chief, a man of sixty, erect and dignified 
with snowy hair, is truly a leader. He speaks 
little English but is able to make himself under- 
stood in other ways. The people have the highest 
regard for him. His advice was sought by all, 
and he was most cooperative, often calling on the 
nurse to discuss problems among his people. For 
years he has cared for physical needs, often set- 
ting broken bones and attending many of the 
births on the island. He was of great assistance, 
accepting suggestions gracefully and helping 
whenever possible. At a community meeting 
shortly after my arrival at the island, he was 
asked to talk to the people. He handed me a note 
which said he planned to tell the people to be kind 
to me, “treat me like one of themselves.” He said 
they were so happy to have a nurse with them and 
that he did not want me to wonder what he would 
be saying, hence the explanation beforehand. 


Work and Play 


On top of the island many greens grow and 
these are gathered by the women and quantities 
stored for winter use. Berries are also available 
and these important elements in their diet were 
missed when they spent summers away from 
home, so were greatly prized this year. 


Tobacco had evidently been known to these peo- 
ple long before the craze for cigarette smoking 
became common among other groups. Several 
older women smoke pipes, though one is seldom 
seen when a visitor enters a home. One tiny old 
lady who chewed tobacco constantly was noticed 
to remove it from her mouth each time she en- 
tered the church and carefully wrap it in paper, 
then reverse the procedure as she left the house 
of worship. 


It rained considerably during the summer, but 
as soon as the sun came out everyone became very 
busy at the out-of-door jobs, and every bright day 
men went out fishing and hunting, apparently ap- 
preciating the opportunity which they had not 
had in past years when away from their homes 
during the summer. Fish and birds not needed 


for immediate use were dried for winter and each 
home had some food curing on the roof most of 
the time, walrus meat early in the summer, and 
birds and fish later. Each home had its outside 
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storehouse as well as a small walled-in space under 
the house for storing food; and a large cave, 
reached in the winter from the ice, in summer by 
kayak, is their natural cold storage. Here they 
have reserve stores of food, walrus, seal, etc., to 
last them for many months if needed. 


At the Fourth of July celebration the women 
were as active as the men and boys, and were 
such good sports, accepting a part in the games 
and cheering madly when they were the audience. 


As these men are hunters, shooting is a favorite 
sport as well as business. Small boys are very 
adept with sling shots. One boy, two years old and 
still carried on his mother’s back, had his sling 
shot in hand while she went to pick greens, and 
the girls, too, were clever with these implements 
as well as with other arms. In a contest, a girl of 
twelve who has lost the sight of one eye, won over 
several boys. 


There are many cases of tuberculosis on the 
island and these responded so well to advice that 
it was most inspiring, and families cooperated 
whole-heartedly in helping them to observe the 
routine advised. 


Though the younger people have all been ex- 
posed to education in English, their native lan- 
gauge is used in the homes and many people even 
of middle age understand little English. Father 
Hubbard and his party of geologists has spent 
several seasons on: the island and returned early 
in July to take pictures of the activities of this 
group. Numerous improvements have been ac- 
quired through their efforts and the people are 
most appreciative and very fond of the individual 
members. They brought hundreds of movie fea- 
ture films and numbers of news reels, and a show 
was given every night. At each showing interest 
was unanimous and it will be interesting to note 
whether usage of our language will be improved. 
Sitting on the floor of the gymnasium, on boxes, 
benches, or any available spot, and many standing 
in the back of the room, applause was always well 
timed and each show thoroughly enjoyed. Every- 
one attended. Small children, when sleepy, were 
laid on the floor to sleep and were cared for by any 
person near. Between features the children 
rushed out to get drinks of water and bring drinks 
to the older people and smaller children. Always 
this manner of community helpfulness was noticed 
and admired. 


When the time came for me to leave the Island, 
the people came in large groups to express their 
appreciation of the summer program and they ex- 
pressed the hope that I would return next year. 
The attitude of cooperation and well wishing 
makes such a possibility a most pleasant one. 
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Organizing an Ideal Hospital Board 


OLIVER G. PRATT 


on the subject of hospital boards, but I have 

never seen a pattern for the ideal community 
hospital board. It is just and proper that this is 
so, as there is no uniform type that could be ideal 
for all hospitals or even. for the same hospital in 
its different stages of development, or perhaps 
even to fit the desires of any two administrators 
or trustees. 


Tonite has been much written and much said 


The ideal community hospital board is then the 
board with the proper personnel and the proper 
type of organization for the particular needs of 
the individual hospital at the time. In other words, 
the ideal board varies with the different stages of 
development of the hospital. It varies as the needs 
of the hospital change, as well as with the type 
and capacity of the administrator. Some of the 
factors that will affect the qualifications are the 
kind of community, the type of hospital, the ad- 
ministrator, the type of medical staff set-up, the 
financial status and the stage of development of 
the hospital. 


Three Steps in Organizing an Ideal Board 


There are three major steps to achieve this 
ideal community hospital board: (1) the selec- 
tion of board members; (2) the organization of 
the board; (3) the providing of impetus to develop 
board functioning along constructive channels. 


We should, of course, endeavor to select individ- 
uals to become members of hospital boards on 
the basis of the needs of the hospital. If we are 
conscious of the salient interests of each individ- 
ual member of the board, and if we as adminis- 
trators have the opportunity of discussing with 
our president or with leaders of the board the 
value of certain. individual members to the hos- 
pital and specifically why they are of value, we 
can then point out that in public relations or in 
engineering or some other line we are not ade- 
quately represented and, therefore, we need some- 
one qualified in this respect. 


If we know our needs, and if we keep our 
needs constantly before the leaders of the board, 
we can have positive thinking to influence selec- 
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tion rather than negative statements to endeavor 
to prevent the appointment of someone of ques- 
tionable value to the board. 


Committees 


As a basis for discussion and in an effort to 
illustrate some of the points, let us assume we 
have a new board, a group of men, not more than 
fifteen in number, without much hospital back- 
ground. In an effort to quickly give these new men 
a feeling of confidence as trustees, I suggest that 
we set up this board with five committees as 
follows: 


Committee on Finance 

Committee on Public Relations 
Committee on Professional Service 
Committee on Plant and Operations 
Committee on Nursing School 


Then, in lieu of an executive committee, we 
will have a committee of chairmen, or a cor- 
relating committee, consisting of the five com- 
mittee chairmen and the president of the board 
as the presiding officer. For example, the chair- 
man of the committee on finance should be a sav- 
ings banker or an official of a commercial bank, 
either or both would have value here, particularly 
with investment policy; a lawyer, one who is in 
town most of the time, might be considered for 
assistant treasurer so that he may take the re- 
sponsibility of reviewing terms of bequests and 
other legal-financial matters; an industrial leader 
would be interested in production and operat- 
ing costs; and a retail leader with a keen mind, 
successfully meeting competition daily, treasurer 
of his business—would be a good treasurer for the 
hospital, and for chairman of the committee on 
finance. The chairman of the committee on pro- 
fessional service should be a man with real 
strength of character, with the highest of ideals, 
and with a high appreciation of what is best in 
professional practice. The chairman of the com- 
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mittee on nursing school should be an educator, 
if one is available, but if not, why not consider 
a young man with growing children who is facing 
problems of education in his own family? Of 
course, he must also be a man with an educational 
background or with some appreciation of proper 
educational philosophy. A real business man or 
industrial leader with these qualities would be a 
find for your nursing school committee. We could 
continue indefinitely to analyze this hypothetical 
board. 


We as administrators must be of service in 
guiding and interpreting these needs to the trus- 
tees and trustees in turn must be willing to sit 
down in conference with their administrator and 
review with him the needs for trustee personnel 
as well as to consider the requirements of em- 
ployed personnel. Trustees should expect and even 
require leadership from their administrator in 
these trustee problems. A by-product will be a 
keener, more enthusiastic administrator. 


I suggest during this formative period (I am 
still talking about this newly organized board), 
that we avoid the use of the term “executive com- 
mittee” and organize the chairmen of the five 
major hospital functional committees as a com- 
mittee of chairmen or correlating committee to 
serve in lieu of an executive committee and thus 
gain a well-balanced cross section of interests. 


We specifically avoid the use of the term “ex- 
ecutive committee” in an effort to have each and 
every trustee feel a definite responsibility rather 
than assume or accept the principle that the few 
on the executive committee are to carry on the 
real burdens of the hospital. 


A Definite Progressive Program Needed to 
Hold Interest 


We cannot set up a trustee organization of 
this nature and expect results without being will- 
ing to make great sacrifices in time, patience, and 
effort if we hope to reach our goal. We adminis- 
trators must, if we are to challenge the interest 
of each functional committee and each board 
member develop a definite program for the hos- 
pital, a comprehensive statement of the aims and 
objectives that will outline the needs and require- 
ments for each element of the hospital structure 
in an effort to attain a hospital Utopia. 


This functional committee basis will make it 
possible more easily to guide selection of new 


members to fill vacancies. Of course, there are 
always some trustees who serve as “window 
and power of the present leaders, and the needs of 
every board member the high percentage of pro- 
ducers is most encouraging. 


However, if this is the ideal board of today, 
it may not be the ideal board for next year. We 
will find after the board is functioning that this 
detailed committee system is wasteful of the time 
of the trustee and of the administrator. The 
trend might then be to change the terminology 
from a committee of chairmen to an executive 
committee. We might go so far as to have no 
standing committees, but appoint committees for 
definite projects as the needs arise. 


I detailed the procedure of functional commit- 
tees as it provides one example of procedure in 
selection, organization, and use of a board at a 
time when a typical community hospital needed 
to pull itself up by the boot straps; it needed 
to broaden its perspective; it needed building ex- 
pansion; it needed a broader point of view rela- 
tive to its medical staff, and so on. The func- 
tional committee basis of trustee organization 
with guidance on the part of the administrator, 
with courage on the part of the president and 
every board member in two years made possible, 
by accomplishment of objectives, the need for a 
more simple type organization. It provided also 
a board consisting of men with respect for the 
hospital opinions of one another, and thus they 
feel the need for each other in making a strong 
entity. 


We realize more and more that these steps 
which provide the solution for one hospital might 
not for another. We must consider in determin- 
ing our ideal board the kind of community, the 
administrator, the financial set-up, the capacity 
and power of the present leaders and the needs of 
the hospital at the moment, and then we must 
determine the steps to make this possible. Hos- 
pital trustees should have as an administrator 
one whose opinions they value, one in whom they 
have confidence so that they will value his advice 
in this most important element in hospital struc- 
ture, the board of trustees. We as hospital ad- 
ministrators must accept as one of our duties and 
as a real privilege the responsibility of assisting 
in. the selection of trustees, and in aiding in the 
organization of our board so that it will be pos- 
sible to achieve the ideal community hospital 
board. 
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An Outsider Looks at Hospitals 


HOMER W. BORST 


hospitals is not completely an outsider in 

relation to hospitals. Practically all of us 
know that hospitals today represent an essential 
instrument in the practice of modern medicine. 
Practically all of us know that modern medicine 
is founded in experience, and grows through ex- 
perience; that modern medicine has_ standards 
for the accumulation and criticism of experience; 
that modern medicine has ways of focusing 
human knowledge in the service of lengthening 
life, and does so conscientiously. We accept medi- 
cine. We accept hospitals as indispensable to 
medicine. We accept hospitals. 


A PERSON who helps to raise money for 


I will emphasize briefly-some of the subsidiary 
issues of the hospital question, as they appear to 
me as a layman and as a Community Chest 
executive. At the outset let me make one point 
clear. I have been a patient in a number of 
hospitals. Members of my family have been pa- 
tients in several more. These hospitals have 
differed widely in respect to auspices, plant, 
equipment and source of staff. We have, none 
of us, had an unfortunate hospital experience. 
Our confidence, our faith, if that is a more exact 
term, in hospitals is unbroken. 


As Hospitals Differ 


However, beyond being an instrument in medi- 
cal practice, I have noted through the years that 
hospitals differ, one from another in several 
respects. 


They differ as to ownership and control. Some 
are owned and controlled by a physician or a 
group of physicians. Some are owned by non- 
profit making corporations. Some are owned by 
government. Some of those which are owned by 
nonprofit making corporations have affiliations 
with a religious order, a religious sect, a medical 
school, or a medical, shall we again say sect? 
Each one of these possible variations precipitates, 
I presume, its corresponding issues in public re- 
lations. As a Chest executive my official rela- 
tionships have been mostly with private hos- 
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pitals, to some extent with public hospitals, and 
hardly at all with proprietary hospitals. 


Public Relations as Affected by Ownership 
and Control 


As to private and public hospitals I can see 
some public relations issues growing out of own- 
ership and control. 


I once helped to lobby through a state legisla- 
ture a bill permitting counties to erect, after 
some legal preliminaries, county tuberculosis 
sanitaria. Afterward I helped to secure the ful- 
fillment of the legal preliminaries for one county. 
Then I left town. When I returned some years 
later the prospective building had been erected. 
Its control had been transferred from the county 
tuberculosis commission to the county Board of 
Public Welfare. It had become the community 
general hospital. Its superintendent had been 
promoted to supersede the former director of 
public welfare. I do not know whether that was 
a wise development or not. I am only certain 
that even if it was, whoever negotiated it had 
some political skill. 


In a middle west city where I was Chest execu- 
tive for a while, there was a large municipal hos- 
pital. The defense of that hospital most often 
made in the public press, as I now recall, was 
that the rich had been excluded, and the beds 
were being used in the service of the indigent, 
and those of little means. Superintendents of 
that hospital seemed to us to be chosen on the 
basis of merit, and resignations were, so far as 
we could judge, voluntary. 


On one occasion the Council of Social Agencies 
took action in support of the director of the social 
service department, but perhaps fifteen years ago 
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social service departments in general tended to 
be misunderstood, or even underrated. 


The one persistent rumor was that the city 
hospital retained its popularity with the city 
council through the so-called “pie counter.” The 
story was that any councilman at any time could, 
if he sat down at the official place, have free all 
the pie he could eat. Again I reserve judgment. 


Even if that were true, worse stories have been. 


circulated about hospitals. 


Some years ago I consulted with the officials 
and citizens of a southern community in setting 
up a revised municipal welfare administration. 
A city hospital and clinic were subsidiary, and 
the treatment of syphilis was a responsibility of 
some proportions. On my recommendation a 
new director of public welfare was chosen. A 
year later I learned that he was losing his job 
and dropped in to find out about it. He had 
made an issue of venereal disease: treatment for 
negroes, and had been outmaneuvered. The 
Mayor told me he thought the director of welfare 
was in the right, but he would have to go. The 
Mayor said he would be pleased to write the direc- 
tor a strong letter of recommendation. 


I judge that publicly owned and supported hos- 
pitals have public relations issues in relation to 
public officials, the voters, and the taxpayers. 


So also do voluntary hospitals, perhaps espe- 
cially when there is no public general hospital 
and hospitalization through public funds is ar- 
ranged by contract with private hospitals. The 
income of the hospitals included in 104 Com- 
munity Chests has, exclusive of Chest subsidy, 
increased 41.9 per cent in the last ten years. I 
suspect that larger payments by tax bodies have 
been the source of a part of that increase. The 
sharp issue in this connection, as I see it, is that 
the private hospital holds the bag. Government 
characteristically thinks of itself as entitled to a 
marginal rate, or in any case a reduced rate. I 
have watched the handling of this issue with 
interest, not to say anxiety. Three conditions 
seem to me necessary for its constructive solu- 
tion: first, an understanding among the hospitals; 
second, a good analysis of costs; third, ability to 
be patient, friendly, and reasonable under fire. 
Only under these conditions may the facts be 
counted upon to speak for themselves. 


Affiliation with the Medical School 


The relationship to government is only one of 
the considerations worthy of note concerning 
ownership and control. Affiliation with a medical 
school is likely to imply, among other and per- 
haps more important things, equipment. Equip- 
ment is likely to arrive, as I view the situation, 
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at the demand of medical staff, and medical staff 
engaged in teaching, and with the standards of 
a medical school to maintain, to say nothing of 
possible financial resources in the medical schoo! 
to assist, stand a better chance of getting the 
desirable equipment. 


I do not know how important client pressure 
is in respect to equipment. I should expect it to 
influence beds, and bedside stands, and kitchen 
preparedness. Does it affect x-ray and labora- 
tory, and deep ray therapy resources? You will 
know better than I, whether it does or not. I 
am pretty certain that teaching responsibilities 
do. 

Affiliation with the Church 


Affiliation with a religious body is, as far as I 
have observed, among other things a financial 
resource. Sometimes, as in the case of religious 
orders, it seems to reduce certain salary ex- 
penses. Sometimes it makes meeting the annual 
deficit easier. I recall a city in which the Com- 
munity Chest was not asked to help support any 
hospital. There were three state supported hos- 
pitals, one general, one maternity and orthopedic. 
There was a municipal general hospital. These 
four took most of the free work. Two voluntary 
hospitals each had strong sectarian affiliations. 
The community at large never knew of their 
contributions needs. To a Chest man that repre- 
sented a sort of hospital paradise. 


Recently, I have watched a capital effort on 
the part of a sectarian hospital with fascinated 
eyes. The memorial gifts plan is attractive in any 
setting when the memorial gives promise that a 
good deed will be remembered not only in this 
world, but in another, the plan seems to be more 
than ordinarily productive. 


Also I have noted this. Patients choose hos- 
pitals, or perhaps they choose physicians, and 
the physicians and they together choose hospitals, 
with an eye to their feeling, shall we say, at 
home. In our city some patients seem to feel 
most comfortable in the hospital which repre- 
sents “town” to them as opposed to “gown”; 
some welcome the symbols of their faith. 


The Influence of the Medical Staff 


Now I have little doubt that the characteristics 
of the medical staff are just as important as the 
question of ownership and control. One reason 
for speaking of the latter first might be that 
ownership and control have a bearing upon selec- 
tion of staff, but staff in itself deserves attention 
in relation. to public acceptance. I have only a 
faint conception of what is implied. I have seen 
hospitals temporarily suffer in public relations 
through efforts to improve staff, but the penalty 
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seemed to me to be temporary. There was later, 
a reward. I am told that our reverence for the 
famous surgeon is liable to be in part supersti- 
tion, but superstition or not, it is apparent that 
staff fame aids hospitals. I imagine that staff 
morale does too, in ways less spectacular, but 
equally important. 


Certainly that is true in relation to nursing 
and domestic staff, if not medical staff. I have 
sat in on staff conferences and listened to the 
physician, the psychiatrist, the nurse and the 
medical social worker discussing the medical, 
mental, nursing and social issues of certain ill- 
nesses. My guess is that after such discussions, 
nurses are better equipped to take what certain 
conditions demand that they take. 


The Hospital Plant 


I am certain it helps the public relations of a 
hospital to have a good plant. On the other hand 
I think there is evidence that if a hospital is 
making a heroic effort to overcome plant inade- 
quacies with good medical service, good nursing, 
good domestic arrangements and considerateness, 
the plant becomes a secondary consideration in 
the public mind, until the time comes to raise 
money for a new one, and nothing could be better 
preparation for that event than the preliminary 
period of heroism. 


Hospital Finance 


Finally, I know that hospital finance has a 
bearing on public relations. First, the details. 
It has not proved to be good public relations, in 
my observation, to insist upon getting all of the 
desirable financial data from patients in the acci- 
dent room, or even from their relatives, if there- 
by attention. to the patient is delayed. It is not 
a good idea to permit ambulance service in case 
of street injuries to be called only by the police 
and then only after consultation with the depart- 
ment of welfare. The hospital must under cer- 
tain circumstances, take financial risks to avoid 
risks of human life and recovery. Any other 
course is hard to explain in terms of some other 
persons’ or groups’ responsibility. 


But that is really only a detail. The basic issue 
is that hospitals cost money, and must in the 
nature of the case treat many persons who cannot 
pay that cost. 


The Hospital Service Plans 


One bright ray of hope shines out from the 
so-called plans for hospital care. 


May I read from a recent letter written to me 
by Robert Parnall, manager of the Connecticut 
Plan for Hospital Care: 


“The enrollment of our one hundred and seventy- 
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five thousandth member last month recalled to me 
our very modest start during April of 1937. Our 
entire working capital amounted to $3,250.00, which 
was loaned by interested individuals and others with- 
out interest. This has since been paid. It was felt 
at that time by certain directors that if our Plan 
eventually enrolled ten thousand members such suc- 
cess would compensate the. directors for the time and 
effort they planned to give to the Plan. 

“One reason for the inauguration of the Plan was 
that over half the people in New Haven who were 
hospitalized were provided care in Ward Accommo- 
dations at prices representing far less than cost to 
the hospitals, and in no case was a medical fee 
charged by the physician. It is rather interesting to 
note that although thousands of persons now belong 
to the Plan who, without it, would have been Ward 
patients, less than 15 per cent of the Plan’s total 
hospitalized members are cared for in the Ward 
Accommodations. Further, the total cost for this 15 
per cent that are cared for in the Wards is paid for 
largely by the Plan, and in a small part by the 
patients themselves. 

“Another reason for inauguration of the Plan was 
to make it easier for people who would normally 
require Semi-Private and Private Accommodations, 
but who were experiencing considerable hardships in 
paying the hospital the cost of such care. This, of 
course, resulted not only in debts of long duration, 
in many cases, to the patients themselves, but also 
in uncollected bills on the part of the hospitals. 

“Because of the satisfactory results derived from 
the Plan on behalf of the general community, its 
hospitals, and its members, communities throughout 
the entire State, exclusive of Fairfield County, have 
requested and obtained extension of the Plan to cover 
such communities. 

“After less than four years of operation, the Con- 
necticut Plan for Hospital Care is helping over one 
hundred and seventy-five thousand Connecticut resi- 
dents to budget their hospital bills. It has paid to 
various hospitals over a million dollars for the care 
of its members. With the increased volume now 
obtained, it now expects to pay out close to this 
figure each year of operation in the future. It has 
beer. reported to us from many sources that the 
Plan is indeed functioning to the satisfaction of the 
working people of Connecticut, their employers, the 
medical profession, and the hospitals themselves.” 


The present reserve for contingencies may I 


add is $264,183, but one which the management 
believes is required to support its contracts. 


It seems to me that such schemes contribute 
not only to the financial stability of hospitals, but 
to their prosperity, and to their good will assets. 


However, just a closing word on even more 
basic financial considerations. 
Community Support of Hospitals 
In 1934 I tried to find some norms in relation 
to community support of hospitals. 


Our community was expending $3.35 per cap- 
ita of population for hospital in-patent subsidy, 
public and private. Bridgeport was expending 
$2.80; Worcester $3.18; Hartford $3.33; Provi- 
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dence $4.45. Our Chest was expending 88 cents 
per capita of population on hospital in-patient 
service, Bridgeport Chest 41 cents; Worcester 
one cent; Hartford 10 cents; Providence 33 cents. 
Community support varied widely from city to 
city, and support by Chests varied proportion- 
ately to a greater degree than did the total com- 
munity support. 


Practice in New England revealed no norm of 
any sort, just very fascinating variety. 


So we took a look at the fifteen Chests raising 
between $500,000 and $1,000,000 over the entire 
country. Our Chest was giving 9.8 per cent of 
its income to hospitals. The average for the fif- 
teen cities was 10.4 per cent. However, in the 
other cities this money represented only one- 
fourth as much per capita of population as ours 
did. On the other hand our appropriations were 
only 4.4 per cent of the income of our hospitals. 
In the other cities they were 13.6 per cent. Our 
hospitals were expending gross, $7.50 per capita 
of population. Chest hospitals in the other cities 
were expending an average of $1.50. We threw 
up our hands. The fifteen cities gave us no norms 
either. 


In the year of this study our costs per patient 
day were approximately as follows in our three 
hosptials: $4.00, $6.00, $7.00. We had then, 1934, 
4.7 per cent beds per thousand of population. We 
now have 5 per cent. We will soon have 5.5 per 
cent. We then had average occupancies of 63 


per cent, 77 per cent, and 71 per cent. Now our 
hosptials have so high a census that a check up 
on a recent day revealed a waiting list of over 100 
patients. 


Last year the requests of our hospitals as com- 
pared with our appropriations were as follows: 
Requests, $142,610. Appropriations, $68,000. 


Hospital Variables 


We now know that hospital costs vary from 
hospital to hospital, that hospital finances varies 
from city to city, and in many of its aspects 
changes from year to year. We do not know much 
else, except that we should like to give more 
money to hospitals. 


Well, what have I said. About this, I think. 
Hospitals have something in common. They are 
an essential tool of medicine. Medicine dictates 
their essentials, and medicine is essentially uni- 
fied under science. The nature of this funda- 
mental unity is their greatest asset in public 
relations. 


However, hospitals differ, and the best of pub- 
lic relations may be furthered through construc- 
tive relationship with such allies as government, 
church, medical schools, hospital plans and com- 
munity chests. 


And finally, that even such a stickler for stand- 
ardization as a community chest executive can 
learn to tolerate variations when the thing that 
varies is at once so complexed and so vital. 





Tri-State Hospital Assembly 


The hospital associations of the states of Illinois, 
Indiana, Michigan and Wisconsin will meet May 
7 to 9 at the Stevens Hotel, Chicago, in their 
twelfth annual conference. 


The program committee has arranged for 
conferences of fifty-three participating organiza- 
tions and sections. The program of each of these 
sessions will cover problems of particular interest 
to the specialized group in conference. Many of 
these conferences will be running concurrently 
morning, afternoon, and evening. The hospital 
association of the four participating states will 
hold their special meetings and luncheons during 
assembly week. Other affiliated organizations will 
hold breakfast conferences. 


An important feature of the program will be a 
consultation service where opportunity will be 
afforded to every one attending to consult with 
recognized leaders in the hospital field on any 
question or problem on which specific information 
is desired. 

The general assembly will be held on Friday, 
May 9, with Dr. Robin C. Buerki as chairman. 
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The conference on small hospitals will be held 
on Friday, May 9, from 2:00 to 4:30 p. m., with 
Gladys Brandt presiding. 


The entire program is replete with discussions 
of the most important topics of interest to every 
group participating in the conference. 





Louisiana Hospital Association 


The Louisiana Hospital Association will meet 
April 16, 1941, with the Southeastern Hospital 
Conference, which will convene April 17-18 in New 
Orleans, Louisiana. 


Some of the speakers will be James A. Hamil- 
ton, director of New Haven Hospital, New Haven, 
Connecticut; Dr. Leon 8. Lippincott, Vicksburg 
Sanitarium, Vicksburg, Mississippi; S. A. Shroder, 
New Orleans Hospital Service Association; Dr. 
W. R. Mathews, pathologist of Shreveport Charity 
Hospital, Shreveport, Louisiana; F. S. Groner, Jr., 
Southern Baptist Hospital, New Orleans; and 
Clayton Rand of Gulfport, Mississippi, who will be 
the guest speaker at the banquet. 
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garded as a specialist who explores the per- 

sonality and environment of the patient for 
facts and clues which, when pooled with the find- 
ings of other specialists in their respective fields, 
contribute to the more enlightened and successful 
treatment of the patient as a whole. 


Te medical social case worker may be re- 


Just as the roentgenologist brings his knowl- 
edge of how to prepare the patient for examina- 
tion, his skill in judging the significance of the 
findings, his suggestions for methods of treatment 
in his field, and carries them on where indicated 
in cooperation with the referring physician or 
other specialists—so the medical social case 
worker brings her skill in securing important and 
significant data on the patient, his family, or his 
community, interprets these findings to the doc- 
tor, offers her suggestions where pertinent and 
carries on in her field where needed—both in close 
association with the patient and through construc- 
tive and heipful contacts in his community. 


The late Francis Weld Peabody, in one of his 
inspiring essays to medical students, might well 
have been talking to social workers when he said, 
“Time, sympathy and understanding must be lav- 
ishly dispensed, but the reward is to be found in 
that personal bond which forms the greatest sat- 
isfaction of the practice of medicine.” 


The other field of the medical social case worker 
within the hospital deals with those necessary 
functions traditionally regarded as “administra- 
tive,” to which she can bring an intimate knowl- 
edge of those factors of personality which human- 
ize the relations of patient and hospital. 


Social Service in the Admitting Department 


Speaking for a hospital which since 1931 has 
used the help of the medical social service depart- 
ment in trying to do a good job in the admitting 
departments for both in-patients and out-patients, 
I can say that we no longer know any other way 
to do it. The fact that the contacts the admitting 
officer has with the patient are short and not very 
numerous, with no time for conference and re- 
view, makes them important and critical. Only 
the skilled admitting officer can do her full part 
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in the few minutes she has to start the patient 
on his way—to what may be the most trying ex- 
perience of his life! 


While we cannot prove its value in dollars and 
cents, we believe that using the services of the 
social service department in the admitting depart- 
ment pays. With over 7000 ward and private ad- 
missions in a year I cannot recall a complaint 
about the methods or attitudes of our admitting 
workers in the last nine years. 


Clinic admitting seems rather more difficult. 
Efforts to weed out persons considered ineligible 
for reasons of income or residence cause some 
friction, possibly because more of these patients 
present themselves—rather than being referred 
by physicians familiar with the clinic regulations 
and who know the patients personally. 


Social discharge with us is more the job of the 
social service department, but combining of ad- 
mitting and social service departments under one 
head provides the necessary coordination there. 


Lack of Understanding of Social Service 


I am tempted to convey some of the convictions 
which have come to me from a number of years 
of contact with many splendid people in the pro- 
fession of social service, as well as with some who, 
perhaps, might deserve that adjective if they had 
longer experience and greater contact with the 
ideals which have inspired it. 


More than sympathy or affection—one often 
needs most to be understood. Ability, integrity 
and industry may be of no avail if one’s motives 
and efforts do not find recognition in understand- 
ing. Nor can others help us effectively unless they 
know what we are trying to do and why. 


As one who has tried to “sell” social case work, 
I have found a great lack of understanding among 
doctors and laymen of what social workers seek to 
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do and how they are doing it, and their ignorance 
is regarded as somehow their fault rather than 
that of the social service profession. 


A sick man may not understand the working 
of the medicine his doctor prescribes, but he has 
the pain, and the remedy offers relief. Now the 
staff physicians and the board members whom we 
superintendents want to have swallow our pre- 
scription do not have any pain to be relieved, un- 
less it is one left with them by some half-baked 


individual who called herself a “social worker’— 


and they do not want any more like her. Or else 
they have seen in magazines read by social work- 
ers articles abusing the “capitalist” class (which, 
by the way, has built and endowed the majority of 
our hospitals and educational institutions), or ad- 
vocating Government support of all social services 
—at the expense of the taxpayer whom they are 
“taking for a ride.” “If that sort of stuff repre- 
sents the attitude of social workers,” they say, 
“we do not want them on our hospital payroll. 
Let the Government find places for them.” 


It is difficult for some of us to get appropria- 
tions from members of our boards whose opinions 
of social workers have, perhaps, quite unfairly, 
- been formed from impressions gained by some of 
the things which are said at social workers’ meet- 
ings or find their way into the literature of their 
profession. 


Against these handicaps we find very little ma- 
terial adapted to the laity showing the practical 
value of real social case work—unless we dig it up 
ourselves—but it can be found. 


Our own recent experience in Orange might be 
of value to other administrators as well as to so- 
cial workers. In May of 1939 we had prepared 
what we thought was a-convincing appeal for 
adding a third medical case worker to the staff of 
our social service department. These arguments, 
however, did not convince the committee to whom 
they were presented, and I went home late in the 
evening quite discouraged. By accident I picked 
up The Saturday Evening Post of May 20, and 
opened to an article by Hannah Lees entitled “The 
Emotional Angle.” Miss Lees, who has written 
so many excellent stories with a hospital back- 
ground, “had something there” which fitted our 
situation exactly. I immediately secured copies 
of this article and sent them to the officers 
of our board and the members of our Social Serv- 
ice Committee, with a letter stating that this story 
was no exaggeration, as thousands of needless 
operations had undoubtedly been performed and 
hospitals have probably spent millions of dollars 
in the care of patients whose physical problems 
could have been solved quickly and easily had the 
doctors been given the assistance of competent 
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case workers. Lay persons responsible for the 
balancing of our budgets are entitled to have 
given them as much evidence as we can provide 
showing that good social work pays dividends in 
dollars as well as in human values. 


Shortly thereafter an article entitled “Anxiety 
and Illness,” by George W. Gray, appeared in the 
June number of the Readers’ Digest, which also 
was distributed among the same members of our 
Board. Thanks to this evidence, our Board came 
to the conclusion that our request was justified 
and appropriate favorable action ensued. 


Another problem confronting our social service 
department was the convincing of our staff that 
referrals by them were the most satisfactory, 
whereas some of our doctors were inclined to feel 
that we were looking to.them for more than should 
be expected of a busy member of the staff. Shortly 
thereafter an article by Harriet Bartlett appeared 
in HOSPITALS, dealing very clearly and convinc- 
ingly with the subject of referral of cases by phy- 
sicians. Fifty reprints were secured and distrib- 
uted among the senior members of our staff, as 
well as to some of our nurse supervisors and 
others in the hospital. Since that time our pro- 
portion of referrals has been most satisfactory 
and I think we have rendered a service to the 
physicians themselves in showing them how en- 
tirely logical and desirable it is to have them refer 
cases to social service. 


Suggestions 


May I close these remarks with the following 
suggestions to the social worker: 


1 Give us simple, non-technical case reports 
of any dramatic successes which may occur 
in your contacts with patients. 


2 Maintain a patient, cheerful, educational 
approach toward doctors and laymen. 


3 Attempt to understand the problems and 
attitudes of trustees and administrators. 


4 Establish cordial relationship with other 
professional groups, especially the nurses. 


5 Avoid giving an impression of class-con- 
sciousness, aloof self-sufficiency, or intoler- 
ance with those who do not respond 
promptly and understandingly to your ap- 
proaches. 


In other words, apply your knowledge of the 
factors of personality to the development of an 
adequate understanding of your purposes, meth- 
ods and results; seeking at all times to humanize 
your relations with all groups in the hospital field, 
to our mutual advantage. 
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Stabilizing Charges for Hospital Service 
Through Inclusive Rates 


JAMES V. CLASS, C.P.A. 


advantages of the inclusive rate plan, I want 

to make it plain that while my personal pref- 
erence, based on observation and past experience, 
favors a well-devised plan of that type; yet, in 
the interests of a truly scientific approach to hos- 
pital management, I feel our eyes should not be 
closed to the various difficulties which will also 
present themselves. However, it should be pos- 
sible in almost all instances, by careful study and 
planning, to overcome the disagreeable aspects 
to a point where little real objection can be raised. 


BB sivan undertaking to comment on the major 


The experienced hospital administrator will usu- 
ally say that the greatest advantage of the in- 
clusive rate plan lies in the fact that it makes it 
possible for an early and complete understanding 
by the patient, physician, and hospital on the mat- 
ter of the charges for the patient’s care. Sales 
psychologists tell us that no customer good will 
can be expected where doubt and uncertainty on 
the part of the customer are present during the 
negotiations or progress of the transactions. Hos- 
pitals find a parallel situation in many respects but 
usually the situation is much more complicated 
because of abnormal physical and emotional sit- 
uations which are seldom present in ordinary com- 
mercial bargaining. 


It has been brought out that there can be no 
comparison between the purchase of hospital care 
and ordinary commerce insofar as it justifies a 
piece-meal or “take-it-or-leave-it-alone” charge 
system. The purchaser is usually unhappy about 
the accident or trick of fate which disrupts his 
normal healthy existence. He, furthermore, may 
feel helpless in submission to the unpleasant diag- 
nostic or therapeutic procedures prescribed. With 
such a background, it is not surprising that a 
vague, uncertain charge-system—often for serv- 
ices he did not realize were being rendered—may 
provide a focal point for venting all of his stored- 
up abnormal emotions. 


Officers at hospitals where thoroughly worked- 
out inclusive rates are in use feel that the psy- 
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chological barriers are largely overcome and that 
real gains are made in patient progress and in gen- 
eral good will to the institution. Those adminis- 
trators invariably state that in the absence of 
overselling of type of accommodation, the amount 
of charge is usually not as important in the pa- 
tient’s mind as its definiteness. 


Unpredictable Charges a Handicap to 
Conscientious Physician 


Inclusive rates, in my opinion, however, go 
further than helping to eliminate dissatisfaction 
regarding the bills rendered. They actually make 
it possible for many patients to have services at 
an earlier date because there will be no tendency 
to hold back on account of fear of a large bill for 
unpredictable charges. They also make it pos- 
sible for patients to have many services which a 
conscientious physician might have hesitated to 
order in his efforts to keep the bill at a low figure. 
On the other hand, the cost of making such com- 
plete service available is but slightly increased to 
all patients when pro-rated on a patient day basis. 


I have often wondered just how many hospital 
people attempt to picture themselves in the posi- 
tion of the staff physician as he is confronted with 
a case where hospitalization is desirable but the 
patient’s finances are limited. The day-rate-plus- 
extras system may make errors of 100 per cent 
or more in advance estimates entirely possible and 
even go so far as to break down the patient’s con- 
fidence in the physician’s ability to diagnose. But, 
with a soundly devised inclusive rate schedule 
before him, his only problem in discussing the 
matter with the patient is that of length of stay. 


Economic Research Stimulated 


There are other minor advantages which must 
not be overlooked. Of great importance is the 
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stimulus to administrative economic research. We 
may say that the interested administrator will 
do investigative work in any event, but it does 
seem as if the essential but not necessarily bur- 
densome work of keeping up with an inclusive 
rate plan brings out facts not otherwise observed. 


All rates must constantly be under strict 
scrutiny and supervision in order to maintain 
them at levels which represent proper balance 
between cost of care rendered and the ability of 
the patient group to pay. When the rate struc- 
ture is composed of a great number of petty 
charges for a wide range of possible services, the 
problem of adjustment is complicated and results 
are often unpredictable. With a well-arranged 
inclusive plan adjustments can be made in a more 
simple manner and accurate calculations made of 
the probable results. 


Accounting and Collection Work Facilitated 


Years ago at a maternity unit of a large med- 
ical center, it was the practice to require the floor 
nurses to stop their regular work and make out 
special charges for countless petty items such as 
a dose of asperin or an 8-ounce bottle of rubbing 
alcohol. This was a time consuming task for the 
nurses and for the bookkeepers who had to post 
and summarize the charges, and yet the total 
average billings for such items amounted to but a 
few cents per patient day. The system caused 
much adverse criticism when a bill might be pre- 
sented showing a room charge for possibly nine 
or ten dollars a day, twenty-five dollars for de- 
livery room and so on and then down at the bottom 
there would be a charge of a few cents for drugs. 
Later, that hospital absorbed such items in its 
inclusive rate plan and actually was able to in- 
crease its rates with a complete absence of ill will. 


The collection officer can be assured of better re- 
sults for his efforts. A hospital can publish its 
inclusive rate plan in such a way that the patient 
and physician will determine the probable charge 
beforehand and the patient will be prepared to 
meet the exact amount of the bill when rendered. 
If there is doubt as to ability to meet the pub- 
lished rates and terms, it is much easier to dis- 
cuss the problem with the admitting officer at a 
much earlier time. But let us remember, how- 
ever, that an inclusive rate plan is not contingent 
on any particular type of credit or collection 
policy. 


Actually, nearly all hospitals render a very large 
part of their services on an inclusive basis. In a 
modern hospital, dietary and nursing procedures 
may vary as much or more in cost between differ- 
ent patients as ordinary drugs or laboratory serv- 
ices. Probably 75 per cent to 85 per cent of the 
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hospitals’ services are sold at fixed rates as a part 
of the room charge. From this, we may conclude 
that the importance of the special services is 
often over-emphasized. 


Public Utilities Use Inclusive Charges 


Our economic system sanctions an inclusive 
charge where complete service availability is de- 
manded. We accept such a principle in our many 
public utility services. The man who travels 100 
miles by rail on a prairie pays as much as the man 
who travels a like distance on a mountain rail- 
road; likewise, the electric power consumer who 
lives next door to a power plant pays as much as 
the consumer who lives 10 miles away. In govern- 
mental taxation, we find a very general plan of 
inclusive charges to cover the cost of many 
services. 


Inclusive Rates a Feature of Group Contract Plans 


Furthermore, hospitals are rapidly increasing 
the amount of service rendered at group contract 
rates, which are usually of an inclusive nature. 
We justify such practice because the volume 
makes it possible to deal in averages based on 
large group experience. After all, is it. not the 
total annual income in its relation to total annual 
cost of service which is of prime importance to 
the administrator and trustees. If a proper bal- 
ance can be effected and at the same time avoid 
excessive peak charges to many individuals, then. 
a distinct social gain may be recorded. 


Conclusion 


The most basic or fundamental point to be 
raised in favor of inclusive rates over the day rate 
plus extras, is that the former recognizes that the 
modern hospital offers a complete service, con- 
tinuously available, and that the patient and phy- 
sician demand such a type of service. 


No one expects that an individual patient will 
ever require but a small part of the many services 
available, but that patient and his physician most 
assuredly would not have selected that hospital if 
a complete service was not to be had if required. 
This type of demand seems to account for the 
decrease in the number of specialty hospitals and 
the expansion of the general type of hospital. The 
inclusive rate plans which have been developed at 
various hospitals still leave many problems un- 
solved, and those advocating that type of approach 
will be the first to admit it. But it does seem that 
the approach is rational and is the best devised so 
far in the endeavor to correlate and equitably ap- 
portion the charges for those services which the 
patient actually receives and in addition for the 
readiness-to-serve expense incurred in standing 
by for some unforeseen situation or contingency. 
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ticles appearing in our professional mag- 

azines, or to attend a conference of hos- 
pital and nursing administrators in order to be 
convinced of the growing importance of programs 
aimed to develop the nurse in service. 


Oi: HAS only to look at the various ar- 


In the decade between 1930 and 1940, marked 
changes have taken place in the field of hospital 
bedside nursing. Shorter hours of work, a shorter 
working week and better standards of nursing 
and nursing education have led to the employment 
of large numbers of graduate nurses within our 
hospital wards and clinics. Where formerly the 
student carried the major portion of the nursing 
service load of the hospital, today the graduate 
general duty floor nurse is assuming more and 
more of this responsibility. In some of our 
smaller hospitals where no school of nursing ex- 
ists, graduate nurses provide the entire bedside 
care of the patient. 


Partly because of the wide variation in the basic 
preparation of the graduate nurse and the diffi- 
culties she encounters in adjusting to new and 
strange hospital situations, and partly because of 
the lightning like changes in medical science and 
treatment procedures, the transition from student 
to graduate nursing service has created a need for 
some form of guidance or “training on the job.” 
That this should be so, is not surprising. 


Registered Nurses 


Registered nurses are a heterogeneous group 
of workers equipped with every grade and variety 
of training and experience. There are some whose 
knowledge of the psychological and _ sociological 
aspects of disease is far below that which is de- 
sirable for individualized nursing care of the sick 
patient. There are others whose training in the 
principles and techniques of bedside nursing has 
been superficial and meager. There are still others 
who know very little about the preventive and 
Social aspects of nursing. 


While we are enumerating the weaknesses of 
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the graduate nurse group found within our hos- 
pitals, we may as well state further that there are 
a great many of these nurses who enter the field 
of general duty or staff nursing only as transient 
members. Either they are on their way to “see 
the world” and make a particular hospital their 
stopping place to accumulate funds for the next 
traveling jaunt, or, as young graduates, they de- 
sire to try their wings in the security of their 
own hospital situation while they decide which 
branch of nursing activity they wish to pursue. 
On the other hand, there are, fortunately, many 
graduate nurses in the field of general duty nurs- 
ing who are highly competent representatives of 
their profession, and who are doing staff nursing 
because they like the actual bedside care of the 
patient in the hospital. 


When we consider the varying levels or grades 
of preparation of the graduate nurse engaged in 
staff nursing, and realize the difficult situation 
which may result from the fact that they may be 
“here today and gone tomorrow,” we can appre- 
ciate some of the obstacles encountered in setting 
up standards for hospital nursing service and 
maintaining an adequate and efficient nursing per- 
sonnel. 


It has long been contended by those who have 
studied the question, that the way to maintain 
an efficient, happy staff is to select only those 
nurses who are qualified to give good bedside 
nursing care and to provide them with some op- 
portunity for professional growth and develop- 
ment while on the job. It is easy to say that we 
should select only those who are adequately pre- 
pared, but it is extremely difficult to carry out 
this procedure in the present situation. General 
duty nurses are in demand today more than ever 
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before and the consequences of this demand are 
seen in the employment of nurses who are poorly 
prepared or only partially qualified. 


Because the hospital is a social agency, and its 
chief concern is the welfare of the patient and the 
community which it serves, it is imperative that 
the nursing personnel understand the needs of 
the patient and be qualified to carry out an ade- 
quate, safe program of nursing care. 


Cognizant of the fact that help and guidance 
must be given the graduate staff nurse in order 
to make her more effective in her day to day con- 
tact with the patient and the community, hospital 
and nursing administrators are turning their at- 
tention to “in-service” programs of instruction 
and supervision, or as they are more usually 
termed today, staff education programs. 


Staff Education Defined 


Staff education, as defined in the “Manual of 
the Essentials of Good Hospital Nursing Service,” 
is a “technique or program developed to facilitate 
and to make more effective the coordination be- 
tween the worker and the organization which he 
serves, and to increase the worker’s efficiency on 
the job.” In this conception, staff education im- 
plies guidance and training ‘“‘on and for the job,” 
and, therefore, must be specifically related to the 
needs of the hospital and the patients it serves, 
as well as to the needs of the nursing personnel. 


Before any program of training can be evolved 
for the nursing personnel, however, there should 
be some idea of its objectives. Shall we train the 
nurse in the principles and practices of bedside 
nursing only? Do we want to instruct her in the 
social and teaching aspects of nursing? Shall we 
offer her opportunity for personal as well as pro- 
fessional growth and development? Inasmuch as 
we have accepted the definition of staff education 
as given in the “Essentials of Good Hospital Nurs- 
ing Service,” it might be well to accept the objec- 
tives as they are stated there: 


Objectives of Nursing Staff Education Program 


1 To aid and develop an esprit de corps, an 
intangible value, which when translated into 
group activity results in greater unity of pur- 
pose and a better understanding of the prob- 
lems of the hospital, particularly those relat- 
ing to nursing, and an increased willingness 
to help in their solution. 


2 To foster new ideas and encourage prog- 
ress, by stimulating personal and professional 
growth, aiding in formulating new plans and 
policies for the future, assisting in maintain- 
ing standards already set, and developing a 
group solidarity. 


8 To provide a means of expression for the 
group as a whole and a means of securing an 
insight into their problems and of meeting 
their more urgent needs. 


4 To improve the technical skill and in- 
crease the efficiency of the individual nurse 
by giving her a clearer concept and more com- 
prehensive information on such subjects as: 
changes and progress in techniques and treat- 
ments; the need for economy of supplies and 
careful use of equipment; the responsibilities 
and obligations, the opportunities and privi- 
leges of particular jobs; the fundamental 
principles of ward administration; and an un- 
derstanding of human nature—its manage- 
ment, particularly as found in the hospital 
patient. 


Preliminary Steps in Preparing for a Nursing 
Staff Education Program 


Since the content of the nursing staff education 
program is dependent upon the needs of the group 
and the particular hospital situation for which 
it is designed, the first step in the development of 
such a program is to determine the needs existing 
within the group. This can be done by means of 
individual or group conferences, by observation 
of the worker in the situation or by carefully 
planned questionnaires. Questions such as the 
following might be used in the questionnaire: 


1 Which of the following procedures would you like 
to see demonstrated by the head nurse or supervisor: 
(Check). catheterization..... ; bathing the patient in an 
oxygen tent..... ; assisting with a neurological examina- 
TOD s-<:.5:% ; eye irrigation..... ; assisting with a hypoder- 
moclysis..... ; blood transfusion..... Y 


3 If you could attend rounds or have some classes with 
the doctors in the care of patients, which disease condi- 
tions would you wish discussed? 

4 Are you familiar with the disease conditions which 
are prevalent in this community?...... Would you like to 
have access to some reports and studies which would give 
you this information?...... What kind of reference books 
would you like to have on the ward? 

5 Can you set up a tray for the administration of in- 
sulin in the home and teach the patient how to take it? 
ae Would you like to see some improvisions for home 
nursing and demonstrations of teaching in the ward or 
clinic? 


Before any staff nurse is requested to partici- 
pate in a study which will disclose her deficien- 
cies or weaknesses, however, she should be in- 
formed of the purpose of the study and the op- 
portunities for growth and development which will 
be offered her as a result of this study. Once the 
plan of procedure is made clear to her, there 
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should be little difficulty in stimulating her to ex- 
press her particular needs and desires in relation 
to the work which she is doing in the hospital. 


When the needs of the group have been ex- 
pressed either in conference or by questionnaires, 
the next step is to summarize and tabulate the 
findings. Usually studies of this type reveal cer- 
tain needs in technical skill, in planning and or- 
ganizing nursing care, in the handling of new 
equipment and in adjusting to the general routine 
of the hospital. Such fundamentals as the place- 
ment of supplies, the method of securing sup- 
plies and the routine of admission and discharge 
of the patient are often “unknowns” to the staff 
nurse and present real difficulties because they 
go unexplained or are learned haphazardly with- 
out any guidance or planned instruction. 


Then, too, there is wide variation in the type 


of equipment used in different hospitals. The 
staff nurse accustomed to one kind of oxygen tent 
or Wangensteen apparatus may find it difficult to 
adjust to another without some preliminary dem- 
onstration and instruction. Nursing procedures 
which were learned and practiced in one hospital 
situation may seem antiquated and be frowned 
upon in another. Although these differences in 
equipment, procedures, and hospital routines pre- 
sent no difficulties which cannot be overcome 
through a planned program of instruction and 
guidance, it is important that we recognize their 
presence and the problems they create for the 
staff nurse in a strange hospital situation. 


The Program of Staff Education 


Having reviewed some of the needs which are 
likely to be expressed by the graduate staff nurses 
employed in the hospital, let us turn our attention 
to the task of building a program of guidance 
which will facilitate the coordination between 
these workers and the hospital which they serve. 


The first and most important step is to secure 
someone to initiate and direct the program, who is 
a recognized leader and qualified to train the grad- 
uate nurse on the job. No program of education 
can possibly be put into effect unless the execu- 
tive head of the institution is sympathetic with 
the procedure and willing to provide the leader- 
ship and supervisory assistance necessary to ini- 
tiate and maintain the program. In the small 
hospital situation, this leadership should come 
from the director of nursing or her assistant and 
the supervision and guidance of the nurse in the 
situation should be delegated to the head nurses 
and supervisors, but unless these administrative 
Officers are qualified to initiate a democratic, in- 
formal program of instruction, some one should 
be appointed for this purpose. In many institu- 
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tions where these programs have been installed, 
a clinical supervisor has been appointed to plan 
and organize the work and to help the head nurses 
in planning their programs of supervision. 


After selecting the group which is to be respon- 
sible for the initiation of the program, it is essen- 
tial that there be a meeting to discuss the needs 
and special interests of the staff nurses as deter- 
mined in the previously mentioned study. These 
needs should be classified under such headings as 
treatment procedures, equipment, hospital rou- 
tines, and patient care studies. Upon this group- 
ing of subject material, demonstrations and in- 
struction can be planned in a series of classes or 
group conferences. 


When the tentative program has been planned, 
the next step is to select the individuals best 
suited to discuss the topics which have been re- 
quested. Here the help of the surgeon, medical 
practitioner, pharmacist, obstetrician, pediatri- 
cian, clinical pathologist and eye, ear, nose and 
throat specialists must be enlisted. Not only will 
the head nurse and supervisor be called upon to 
give demonstrations and conduct group confer- 
ences, but the visiting physicians who are respon- 
silbe for the welfare of their patients must be 
given the opportunity to acquaint the staff nurse 
with new methods of treatment and broaden her 
knowledge of the patient and his disease. 


In addition to conferences relating to the pa- 
tient and his various treatment procedures, pro- 
vision should be made for discussion of equipment 
costs and supplies. These discussions might well 
be conducted in the form of a round table by the 
hospital administrator and buyer. If they are 
amplified or supplemented by a tour through the 
hospital or a visit to the storeroom, they will do 
much to enlarge the nurse’s appreciation of the 
intricacies of hospital management and impress 
her with the need for economy in the use of sup- 
plies. 


Another topic which should be a part of the 
planned series of conferences is that relating to 
the nutritional needs of the individual. Certainly, 
the dietitian should have a part in the program of 
staff education, since the staff nurse will be called 
upon to modify the patient’s diet and to help plan 
low cost menus for the family of the patient in 
the lower income bracket. 


Having organized the content of the program 
and secured the leaders for the selected discus- 
sions and demonstrations, it is important to select 
the time and place of meeting. This must be de- 
cided in accordance with the needs and facilities 
of the institution and the desires of the persons 
participating in the program. Since the staff 
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nurses in the small institution are usually respon- 
sible for the entire nursing load of the hospital, 
it will be necessary to divide the group and repeat 
the conferences or discussions. Whether the 
group will need to be divided into two or three 
sections will depend upon the hospital’s routine of 
care and the freedom of those responsible for the 
program. If the group can be handled in two sec- 
tions, it is better to do so, as this will necessitate 
only one repetition of course content. Two to 
three hours of class a week is preferable to one 
hour, as more frequent meetings appear to stimu- 
late a greater enthusiasm, both on the part of 
the staff nurse and those who are instructing her. 


Whether one, two, or three hours a week are 
devoted to meetings of the staff nurses, it is 
strongly recommended that these meetings should 
be held on “on duty” time. The staff nurse is 
usually employed for a forty-eight hour week, and 
in some instances, I fear, a fifty hour week, so it 
is not possible to ask her to give two or three more 
hours of her time each week in order to prepare 
herself more adequately for her job. After all, 
the purpose of the staff program is to improve 
the nursing service offered within a given hos- 
pital situation, and if the program is based pri- 
marily on the hospital requirements, it should be 
as valuable to the hospital as to the staff nurses 
receiving the instruction. Then, too, if the hos- 
pital incorporates the program into the regular 
duty hours of the nurse, it can require the nurse 
to attend every meeting, and thus make sure that 
she receives the needed instruction. 


When the entire program has been planned, or- 
ganized, and introduced into the hospital situation, 
it is important for those administering the pro- 
gram to scrutinize the environment into which it 
has been placed and to study the methods of su- 
pervision and instruction which are being used to 
make it effective. Growth and development take 
place in a particular situation when the environ- 
ment is free from tension and the methods of 
instruction are for the most part informal. Un- 
less a democratic, wholesome atmosphere is pres- 
ent in the hospital wards and clinics, there is little 
hope of attaining the objectives of the program. 


Finally, to make the program a success and to 
insure a good adjustment on the part of the new 
staff nurse who usually comes into the hospital 
situation alone rather than in a group, it is essen- 
tial to provide an individual program of orienta- 
tion. This is largely the responsibility of the 
head nurse or supervisor, and should involve at 
least one day of demonstrations and discussions, 
and a part of a day for tours of the hospital and 
offices of the personnel. This is a particularly im- 
portant phase of the staff education program, 
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since it prepares the way for an easy adjustment 
and lays the foundation for subsequent develop- 
ment. 


Evaluation of the development which has taken 
place in the nursing personnel should be made 
after the program has been well launched and 
functioning for about a year. If progress has 
been made in attaining the goals or objectives set 
for the program, it will be evident in the spirit of 
the group, the care of the individual patient, and 
the ability to meet new and difficult nursing situ- 
ations. Measurements of these elements can best 
be made through the use of observational or anec- 
dotal records. For example, a comparison of the 
following two anecdotes will show the broadened 
concept of patient care resulting from well planned 
instruction “on the job.” 


Anecdote No. 1—On nurse two weeks before 
program was initiated: Miss X, having been re- 
quested to teach a diabetic patient how to take 
insulin upon his return home, gave the demon- 
stration. with the hypodermic tray used in the 
hospital situation. She did not repeat the dem- 
onstration, nor did she have the patient try to do 
the procedure. 


Anecdote No. 2—On same nurse eight months 
after program was initiated: Miss X, having been 
requested to teach a diabetic patient how to take 
insulin upon his return home, purchased equip- 
ment available in. the home and prepared a special 
tray for teaching the patient. After she had 
demonstrated the procedure, she requested the 
daughter of the patient to assemble a similar tray. 
Before the patient left the hospital, he had suc- 
cessfully demonstrated his ability to prepare and 
take insulin, using the tray which he would take 
home with him. 


Needless to say, the use of this type of record 
in an evaluation program, must be in the hands 
of head nurses or supervisors who are qualified 
to observe and record objectively, and this ob- 
servation. cannot take place from the vantage 
point of a swivel chair. The supervisor must be 
at or near the bedside observing the nurse in her 
bedside care of the patient if she is to record 
events which can be used in an evaluation pro- 
gram. 

Summary 


In conclusion, may I repeat that the program 
which is aimed to develop staff nursing and super- 
vision must be a well-planned and well-integrated 
program, comprehending the needs of the hospi- 
tal, the patient, and the nursing personnel, ini- 
tiated and carried forward by a qualified faculty 
or nursing staff and set in an atmosphere condu- 
cive to learning. 
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The War and Catheters 


PAUL L. BURROUGHS 


to a considerable degree, those of us who are 

charged with the procurement of catheters, 
but it is well to point out that not all of these ef- 
fects are deleterious to the interests of the urolo- 
gist or the hospitals. 


Te war, with all its ramifications, is affecting, 


For the purposes of comprehensive discussion 
all catheters have been divided into two groups as 
follows: (1) Soft rubber catheters and drains, 
which includes all those items used generally in 
hospitals such as certain nasal catheters, drains 
for general surgery, etc.; special soft rubber cath- 
eters used universally by urologists in hospitals 
such as the Malecots, Robinsons, Pezzars, etc. (2) 
Urethral and ureteral; silk woven urethral types 
and ureteral catheters, x-ray and non x-ray, grad- 
uated and non-graduated. 


Soft Rubber Catheters and Drains 


A comparison of quality and workmanship be- 
tween the imported products and the domestic is 
necessary to show that our problem is to be mini- 
mized rather than enlarged upon in this division, 
despite what might be said to the contrary by a 
few over-enthusiastic salesmen. It is a _ well- 
established fact that for a number of years, long 
before the present world war, our American rub- 
ber manufacturers had worked diligently on our 
problem. Now, they have solved it to such an ex- 
tent that little need is felt for imported soft rub- 
ber catheters and drains for reasons of quality 
alone. 


It is true that the foreign imports, largely from 
France and Germany and to a lesser extent from 
Italy, were of good quality. The French catheters 
and drains were undoubtedly the best in most re- 
spects. They were properly aged which was im- 
portant to long life. They were of fine texture and 
were extremely smooth, a quality that was, and 
is, essential to the urologist and his patient. For 
these reasons they were preferred by many hos- 
pitals. The German products were characterized 
by a particularly good rubber compound, but were 
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harder and less elastic than the French. The secret 
of this compound is supposed to have stayed in 
Germany but the influx of a few of the anti-Nazi 
chemists has brought at least a part of the secret 
to this country. This is helpful since catheters 
made of this compound have an extremely long 
shelf life and can withstand a very considerable 
amount of abuse. These catheters were, however, 
not as supple as the French products. The Italian 
products were not equal to either the French or 
German. 


Whatever may be said in favor of the imported 
catheters and drains in this group, the fact re- 
mains that our domestic products have equalled 
or surpassed all of the imported products. Latex 
rubber catheters, for example, are superior to 
almost all other catheters. They are smoother and 
more pliable than many of the best French 
catheters. Our American manufacturers of sur- 
gical rubber supplies deserve a great deal of credit 
for the good job they have done. This applies 
likewise to a few of our better known dealers 
throughout the country, for it was, to a large ex- 
tent, their influence that stimulated our manufac- 
turers’ interest in the problem. We can obtain any 
shape or size of either catheter or drain and be 
assured that the quality is equal to or better than 
any former imported item. These statements have 
been borne out in fact by the widespread satisfac- 
tory use and acceptance of our domestic catheters, 
not alone by our own hospitals and urologists, but 
by our South American neighbors who purchase 
substantial quantities of our products. 


Procurement may be made somewhat difficuit 
within the next year or perhaps even longer, de- 
pending largely upon the tides of the war. This 
difficulty is chiefly one of delay in deliveries which 
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can, of course, be obviated by the proper anticipa- 
tion of your needs. : First, we must consider the 
possible curtailment of our supplies of raw rub- 
ber. The Japanese threat in the direction of the 
Indies is indicative of this. Second, we must con- 
sider the vast amounts of raw rubber which will 
be diverted to supply our defense program. We 
must also remember that the Army and Navy 
Munitions Board has declared raw rubber to be a 
“strategic” material and as such may be strictly 
controlled by the government. There are fourteen 
such materials and they are defined as “imported.” 


These difficulties seem formidable, but in reality 
they are not, since it is a well-known fact that 
within three or four months we could start to pro- 
duce synthetic rubber in quantities large enough 
to more than offset the probable lack of raw rub- 
ber. Our industrial and commercial laboratories 
have already produced a synthetic rubber that is 
superior in some ways to the original product. 
Thus even this problem is reduced to the building 
of facilities to manufacture synthetic rubber. 
Again it must be reiterated that proper planning 
for future needs by the person or persons respon- 
sible for procurement in each hospital will obviate 
the difficulties in this group. 


Cost of Domestic Catheters and Drains 


Domestic catheters and drains have usually 
been cheaper than any of the imported ones, ex- 
cept those made from latex rubber, since there are 
no import duties to pay. Very little fluctuation in 
price has been experienced so far and, while there 
may be minor advances, due, perhaps, to our do- 
mestic labor situation, increased wages, etc., we 
need not expect or fear any unwarranted price 
increases. If, in this first quarter of 1941, it is 
possible to stabilize the price of raw rubber be- 
tween eighteen cents and twenty cents per pound, 
our present price level will undoubtedly be main- 
tained for some time to come. A real effort is 
being made toward this stabilization in price not 
only by the interested agencies, but by our Gov- 
ernment. So far there is every reason to expect 
success because, to refer once again to synthetic 
rubber, the threat of its production may have 
great influence on the producers of raw rubber the 
world over. There is, therefore, no real need for 
concern over the price situation as far as the 
catheters and drains in this group are concerned. 


By special soft rubber catheters is meant such 
catheters as the Malecots, Robinsons, Pezzars and 
others. Since these special catheters are made 
from the same materials and by the same manu- 
facturers, the same statements are true. Our 
manufacturers are trying to dulpicate the famous 
French catheters such as “Eynard” and “Porges.” 
The main problem to overcome was the difficulty 
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incident to the production of the proper moulds. 
Having partially accomplished this, further prog- 
ress can be expected even though it may be rather 
slow. 


The use of latex rubber has proved to be of 
great value since we have been able to produce 
the excellent smoothness that was characteristic 
of French catheters. Indeed, many outstanding 
urologists now prefer the American latex rubber 
catheters to any other. Latex rubber is more ex- 
pensive than ordinary rubber and, as a conse- 
quence, we may as well be prepared to pay almost 
the same price for American latex products as we 
did for the “Eynard” and “Porges” of the French 
make. But latex rubber is also tougher than ordi- 
nary rubber and it is longer lasting than that 
used by the French. It will withstand more of 
the hard usage given it in hospitals. Thus we may 
actually pay less for these reasons. Anticipate 
the needs of your institution properly and there 
will be little difficulty in procurement either from 
the standpoint of quality or of price. 


Urethral and Ureteral Catheters 


Before discussing this group it will be well to 
point out that there were two questions which had 
to be answered by the American manufacturers 
before they could proceed with the work of pro- 
ducing urethral and ureteral catheters. First, 
should they produce an imitation of the “Eynard” 
and “Porges” catheters which was one with a 
woven base followed by impregnation with gum or 
resin? Second, should they attempt to mould one 
of a thermoplastic material which would mean a 
radical departure from all previous methods of 
manufacture? Actually both methods, with some 
modification, are being tried. They have one thing 
in common, however, and that is the use of ther- 
moplastic material in one way or another. 


One company believes it is best to weave these 
catheters and then impregnate them with syn- 
thetic resin. This company uses the Du Pont 
“nylon” thread since it possesses great tensil 
strength, a high degree of elasticity and is imper- 
vious to water and moisture. Thirty-two continu- 
ous threads of this material are used to weave the 
base of the catheter after which it is impregnated 
with the synthetic resin. This resin is made in the 
same factory. All of the materials used can be 
had in abundance in this country. The weaving 
process is so designed that the eyes and various 
points are woven into the catheter in such a way 
as to give greater strength in those areas than 
ever was possible before. The second company 
uses a thermoplastic material with a low heat re- 
sistance but, according to their claim, “has unlim- 
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ited possibilities for achieving any desired degree 
of flexibility and particularly the subtle combina- 
tion of softness, flexibility, and rigidity so essen- 
tial in the technique of catheterizing the upper 
urinary tract.” Theirs is a moulding process but 
here, too, the eyes and the tips are moulded as 
the catheter is being made. This produces the 
necessary strength at the weak points. Since 
these eyes were all cut into the woven portion of 
the catheters of “Eynard” and “Porges” make, it 
is felt that American catheters made as described 
above have a considerable degree of strength in 
excess of imported ones. For additional strength 
and life this company reinforces their catheter 
with one long and heavy thread made of thermo- 
plastic material. The thread runs the full length 
of the catheter. 


There are a few good reasons why our own 
products are better than the French. Reports 
from many users indicate better wearing qualities. 
They will withstand autoclaving much better than 
any of the former French catheters. The usual 
sterilizing methods may be used without fear. 
Central supply rooms should have less trouble 
with this type of catheter than before since 
the matter of storage is simplified. To bend these 
catheters is not necessarily the end of their use- 
ful life as they do not crack as did the enameled 
French varieties. 


Supplying Demand for American Catheters 


Feverish activity has been going on for the last 
year and a half in an attempt to supply the de- 
mands for these catheters. Much ground work 
had been done previous to the war but, despite this 
fact, production is slow and deliveries are uncer- 
tain. The war served to augment the activity in 
this work. Within the next two years we may ex- 
pect to see enough improvement so that further 
dependence upon imported catheters will be un- 
necessary. However, for this same period of time, 
we will have to anticipate our needs most care- 
fully, that the work of the hospital be not im- 
paired. At this time it is difficult for the com- 
panies to provide even a small part of the de- 
mands made upon them by the hospitals for these 
supplies. Deliveries are promised not under six 
to ten weeks by any of the companies making 


these catheters. Frequently, even this time is not 
sufficient for delivery. 


Faced as we are with this situation, it is well to 
bring to the attention of all hospitals the necessity 
for simplification and standardization, particularly 
of ureteral catheters. Let the hospital and the 
urologist ask themselves this question: Of what 
use is the non-x-ray, non-graduated catheter? The 
first answer would obviously be that it is less ex- 
pensive and that is true to a certain extent. Let 
us admit that the non-x-ray, non-graduated cath- 
eter is perhaps fifty to seventy-five cents cheaper. 
But consider also that the x-ray, graduated cath- 
eter will do all the work necessary and, in addi- 
tion, has the advantage of wider use. Why, then, 
should we not purchase only x-ray, graduated 
ureteral catheters and discontinue all others? 
Actually we would have to purchase fewer cathe- 
ters. Thus the problem of catheter care would be 
minimized. 

This same standardization can be applied to 
our usual inventory of sizes. Inasmuch as No. 
5 and No. 6 will do 95 per cent of ureteral work, 
why clutter our storerooms with superfluous 
and seldom-used No. 4, 7, 8, 9, 10? Of course, such 
simplification is dependent upon the cooperation 
of the urologist, but, in the interest of quality and 
adequate supplies he, too, can make certain minor 
concessions. The manufacturer would be able to 
concentrate on fewer types of ureteral catheters 
and there is little doubt that this would lead to an 
eventual drop in price which would benefit all. 


In Conclusion 


In conclusion, the outlook may be said to be 
good. The war has hastened our efforts in the 
manufacture of all kinds of catheters, drains, 
bougies, filiforms, etc. For this reason, we are 
actually in a better position for buying this type 
of merchandise than ever before in our history. 
However, we must watch carefully the important 
matter of deliveries. Delay must be expected. 
Place your orders in such a way as to give neces- 
sary time for the manufacturers and dealers to 
fill them and thereby benefit your own hospital 
and its staff. As a final warning, it is hoped that 
hospital people will not become panicky and pur- 
chase supplies far in excess of their actual needs. 
Cover your needs generously but not excessively. 
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Relationship Between Nursing and 
Medical Records Departments 


SISTER MARY VICTORY, R.N., M.A. 


nursing department with the record de- 

partment involves in the last analysis a 
discussion of the objectives of the hospital. We 
must, therefore, crystallize our thought upon the 
functions of the hospital and in the light of these 
functions determine departmental relationships. 
Hence, the review question presents itself. What 
are the functions of the hospital? 


‘ DISCUSSION of the relationship of the 


The primary function of the hospital, and the 
one which exists at all times, is to provide for the 
care of the patient. As stated by Gladys Sellew: 
“This involves (1) an accurate and prompt diagno- 
sis; (2) an application of scientific methods of 
treatment that will return the patient to health, if 
at all possible, in the shortest and mest comfort- 
able manner; (3) follow up.’* In these activities 
there will be found the need of a close relationship 
of the two departments in question. 


While the care of the sick is the primary func- 
tion, there is today a broader concept of the hos- 
pital. It stands as a great educational center, 
since it serves as a laboratory for the education 
and training of medical students, students of 
nursing, dietitians, medical social workers, tech- 
nicians, record librarians, etc. 


And further still, this educational function of 
the hospital is viewed beyond the training of phy- 
sicians and other health workers—the modern 
hospital is becoming an active center of educa- 
tion for the promotion of health in the community. 
As expressed in the Final Report of the Commis- 
sion on Medical Education: “The hospital repre- 
sents the common ground group upon which the 
patient, the community, and the professional 
groups meet’? for the purpose of health promo- 
tion. There is still another important function of 
the hospital in that it serves as a field of research, 
a function which calls for a close cooperation of 
the two departments under consideration. 
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Cooperation in the Field of Clinical Research 


Miss Sellew says in her book “A Text Book of 
Ward Administration” that clinical bedside re- 
search is “a close study of the case; a record of 
findings; an analysis and comparison of findings; 
research in nursing problems; research in all mat- 
ters pertaining to the care of the sick and the 
promotion of health.’* In the foregoing definition 
of the functions of a hospital we readily recog- 
nize that the functions of the nursing department 
as well as those of the record department are of 
necessity based upon the functions of the hospital. 
Hence, our next step in the approach of the prob- 
lem is to define (1) the nursing department, (2) 
the record department, and (3) from these defini- 
tions determine ways to effect a close relation- 
ship in order that the objectives of each depart- 
ment will be ever directed toward the aims of the 
hospital as a whole. 


What is the nursing department? Briefly it can 
be defined as that part of the hospital concerned 
with bedside nursing and all activities that are 
directed toward the care of the patient under the 
direction of the supervisor of the nursing service 
and her staff of nurses. 


In defining the record department, I have re- 
ferred to that treatise which has become the rec- 
ord librarians’ authoritative guide, ‘Medical 
Records in the Hospital” by Dr. Malcolm T. Mac- 
Eachern. Doctor MacEachern defines the record 
department as being that part of the hospital 


“Responsible for the proper custody of the 
medical records of the patients, for making 
such audits and reports as may be necessary 
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to demonstrate the quality and quantity of 
the work done, and for the assisting in the ad- 
vancement of medical science through the ac- 
curately recorded data.’’* 


He further specifies that: 


“At the head of the medical records depart- 
ment should be a registered medical records 
librarian recognized by the Association of 
Records Librarians of North America.’ 


Doctor MacEachern enlarges on the necessary 
preparation and qualifications of the record li- 
brarian, specifying those qualities of education, 
personality, and leadership that will insure suc- 
cess in her arduous task of achieving the objec- 
tives of her department. 


What is this medical record that requires a defi- 
nite department? Again let us go to our source 
book on medical records. 


The medical record is a clear, concise, and 
accurate history of the patient’s life and ill- 
ness, written from the medical point of view 
...The content...consists of a sociological 
section, one in which is noted the observation 
of the trained nurse and the detail of the 
treatment administered, and finally a state- 
ment of the studies, observations, conclu- 
sions, and activities of skilled physicians.’”® 


The writer further states: 


“ ,.the medical record in its true form is 
a composite compilation of scientific data 
derived from many sources, coordinated into 
an orderly document by the medical records 
librarian, and finally filed away for the va- 
rious uses, personal and impersonal.’ 


Let it be noted that the content of the record 
is organized into three definite sections for which 
different departments are responsible in the col- 
lecting of data. These three sections are the so- 
ciological section, the nurses’ section, and the 
medical section. Our problem is chiefly concerned 
with the nurses’ section of the record. With this 
in view we shall now approach the topic of the 
relationship between the nursing and the record 
department. 


Evaluating Nursing Service 


It has been stated that the nursing department 
is responsible for bedside nursing activities rela- 
tive to the immediate care of the sick. From the 
point of view of service to the patient, the nursing 
record is an important factor. Dr. T. R. Ponton 
verifies this statement in his article on the “Ap- 
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praisal of Professional Work of: the Hospital” in 
the following remark: 


“If she (the director of nurses) is to gain a 
true picture of nursing efficiency . . . she 
must . . . base her deduction on the records 
of the work of the nursing staff as shown in 
their records of individual patients.”® 


It seems clear that this procedure of evaluating 
nursing care would bring about steady improve- 
ments in the nursing service as a whole. Would 
it not also be a means of creating a closer rela- 
tionship between the nursing staff and the record 
librarian, since the latter could in many instances 
help in making analyses and comparative results 
of the bedside reports over definite periods? Dr. 
Fred G. Carter in one of his articles on records 
states: “Nurses do more of the actual record work 
than any other group in the hospital.’”® 


We do not question Doctor Carter’s statement, 
but we do question how much of the nurses’ part 
in record work of the past has helped to make the 
hospital record serve its purpose as a scientific 
document to be used as a guide in diagnoses and 
treatment, as a source of teaching and working 
references, as well as an aid for study and re- 
search. We acknowledge that the nursing depart- 
ment has not always cooperated to the fullest in 
producing scientific and accurate records. We 
admit that records cannot be satisfactorily built 
unless the nursing personnel recognizes its re- 
sponsibility in providing a scientific and accurate 
report of the nurses’ section of the record. This 
section consists of a “graphic chart, physicians’ 
orders, orders for treatment and record of treat- 
ment and symptoms.’° As to the nurses’ bedside 
notes, Doctor MacEachern has made clear his atti- 
tude in the foreword of that timely and valuable 
little book, “Manual of Clinical Charting,” by 
Agnes Barrie Mead. 


“Nurses’ notes constitute a valuable supple- 
ment to the ordinary clinical record, for they 
furnish detailed data to round out the picture, 
which cannot be supplied in any other man- 
ner, either by the attending physician or the 
intern. These notes should be carefully re- 
corded . . . and should constitute important 
data in the care of the sick.’ 


In the above statement is revealed one very im- 
portant responsibility of nurse educators—the 
value of the clinical record should be emphasized 
more in the education of the student. There should 
be an integrated plan of teaching clinical obser- 
vations and recording, to the end that students 
may learn, again quoting Doctor MacEachern, “to 
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observe accurately, think clearly, express compre- 
hensively, and record properly, in order that a 
true account of the patient’s condition may be 
available, upon which the physician can base a 
more accurate diagnosis and efficient treatment.’’!? 
As quoted in the January issue of the American 
Journal of Nursing, 1928, Doctor MacEachern 
voiced this opinion on the importance of the nurse 
as a co-worker with the physician in case study. 
In no uncertain terms he also indicated the re- 
sponsibility of the school of nursing in preparing 
the nurse for scientific record keeping. Doctor 
MacEachern says: 


“The importance of the nurses’ bedside or 
clinical notes has not yet been fully realized 
by the hospital or the medical and nursing 
profession. . . The nurse has a broader 
function than to carry out orders and attend 
to the physical needs of the patient. She must 
keep an ever watchful eye on the patient to 
make accurate minute-to-minute observations 
on the development, progress and course of 
the disease during the twenty-four hours.” 


Significance of Nurses’ Observations and Notes 


Our eminent authority on records emphasizes 
the significance of the nurses’ observations and 
notes and does not hesitate to say that 


“Through such findings he (the doctor) is 
not infrequently influenced as to the course of 
treatment or procedure to be laid down so far 
as the patient is concerned. How very impor- 
tant it is, therefore, to have these observa- 
tions made accurately and expressed compre- 
hensively. This alone is one strong argument 
for a higher standard of education for 
nurses. . . . We cannot separate the nurse 
from the case history, the diagnosis, the 
treatment or the result obtained in any case 
that requires nursing care. We must recog- 
nize her as a reliable factor or agent in these 
processes. 


“Therefore, let those in authority teach 
their student nurses to observe accurately: 
and to express themselves comprehensively, 
so that the record of the bedside or clinical 
observation made by the nurse be a more val- 
uable part of the case history.’’!* 


What a challenge to our schools of nursing in 
1928. How far have we gone in meeting the chal- 
lenge? How far do we need to go to attain the 
writer’s proposed outcomes? These are questions 
that cannot be entered into at this time. However, 
they are not so far removed from our problem 
of relationship between the nursing service and 
the record department. In our approach to the 
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problem of this relationship we have attempted to 
show the functions of the hospital in modern 
society; we have defined the nursing and record 
department; we have briefly outlined what consti- 
tutes a medical record; we have indicated the im- 
portance of the nurses’ section of the record and 
the need of an integrated plan of teaching in order 
to compile an accurate record. Let us now con- 
sider briefly a few distinguishable objectives to 
be recognized in order to effect a closer relation- 
ship between the nursing and the record depart- 
ment. 
The First Objective 


The first objective is to sensitize the profes- 
sional personnel of the nursing department to the 
activities, functions, and problems of the record 
department. It is of great importance that the 
record department be viewed with an understand- 
ing heart as well as an intellect, that we recognize 
the role of the record librarian in the actual care 
of the sick, since the words of Doctor MacEachern 


“In discharging her duties . . . she is par- 
ticipating in the actual care of the patient 
who is benefited so distinctly by the keeping 
of accurate medical records; further that she 
is participating in the efforts toward better 
care of future patients by making available 
the knowledge gleaned from past and pres- 
ent.”’* 


On the other hand the personnel of the record 
department should recognize the aims, policies, 
and problems of the nursing service and give help- 
ful guidance in the collecting of data which will 
be of value not only in the immediate care of the 
patient but in medical research. It is a truism 
that the majority of us see clearly what lies in 
our own field of experience. We too often look 
at the other departments of the institution with 
lines of exceedingly short focus. In fact, too 
many of us fail to see what lies at a distance 
because we become too absorbed in our own activ- 
ities. Someone has aptly said that “it is highly 
desirable that the area within which the indi- 
vidual ‘has a feel’ for the experience of others to 
be greatly expanded.” The task of sensitizing the 
nursing personnel to the responsibilities of the 
record department and in return stimulating the 
personnel of the record department to react favor- 
able to the sensitizing process, will go far in secur- 
ing harmonious relationships. 


The Second Objective 


The second objective in working for closer rela- 
tionship is to cultivate in the professional per- 
sonnel desires and impulses to do something con- 
structive about those phases of the medical record 
that appear unsatisfactory. 


HOSPITALS 





























A getting together in conference and a mutual 
planning for a constructive program for better 
records will prove effective. A survey of the 
situation in each department should be made in 
order to determine strengths, weaknesses, prob- 
lems, needs and defects relative to the medical 
record. A list of actual findings should result. 
Then two or three of the most important defects 
or weaknesses should be attacked with a deter- 
mination to do something about them. 


The cooperation of one’s co-workers should be 
enlisted. With their help objectives may be set 
up and procedures and methods of attaining ob- 
jectives should be determined. The professional 
personnel should have a written copy of objec- 
tives, proposed procedures of attaining them, and 
a technique for evaluating the record in as far as 
the department is responsible for it. 


The Third Objective 


The third objective I would propose in working 
for a closer relationship is to create.in the student 
and professional personnel a greater appreciation 
of the value of the clinical record. Its importance 
as an aid to the physician in diagnosing and treat- 
ing the patient, its value as an educational tool, its 
potentialities in advancing nursing and medical 
knowledge in the field of research should be 
stressed. As Irene M. Conners states it: “Show 
the nurse her part in the field of research.’’® 
To do this the director of the nursing service, the 
supervisors, head nurses and staff nurses must all 
become more record minded, and understand that 
the true value of the record lies in its accuracy 
and completeness. 


The Fourth Objective 


And this leads us to the fourth objective which 
is intimately related to the third. The profes- 
sional nursing personnel should be acquainted 
with the best references on the medical records. 
Helpful material on the clinical record appears 
from time to time in such current publications as 
the American Journal of Nursing, HOSPITALS, 
Hospital Management, Hospital Progress, Bulle- 
tin of the Association of Records Librarians of 





North America, and others. A bibliography on 
the medical record and definite assignments from 
time to time should go far in helping the nursing 
staff to become record minded. In this way the 
professional personnel will keep abreast with the 
developments, and problems in medical records 
and record keeping. 


In our efforts to achieve these proposed objec- 
tives for a closer relationship of the nursing de- 
partment and the record department, let us keep 
in mind that a prepared leadership in each depart- 
ment is paramount. Furthermore, these leaders, 
to secure effective, scientific records, will often 
need to have recourse to the Great Physician, the 
Divine Record Keeper, for strength of purpose, 
for Christ-like spirit of patience and forbearance, 
for fortitude to persevere in that work will reach 
the goal for which pioneers in the medical, hos- 
pital, and nursing field have long sacrificed, strug- 
gled, prayed, and achieved to a large extent. The 
need for more scientific records from the nursing 
department is a crying one; the time is pressing; 
the outcome is of supreme importance if the hos- 
pital is to fulfill its functions in modern society. 
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Hospital Preparedness 


The preparedness of our hospitals either for 
defense or for war emergency is primarily in- 
dividual to the hospital and its administrative 
authority. With each hospital doing its job with- 
in itself and none failing, the preparedness of 
the entire hospital group will be satisfactorily 
accomplished. 


Definite procedures must be undertaken by each 
hospital and these should be developed in orderly 
sequence and should be carefully coordinated into 
a completed program. These procedures suggest 
themselves in approximately the following order: 


First and most important, mental preparedness. 


The administrative authorities of the hospital 
must recognize the necessity, without mental 
reservation, that the hospital must assume added 
responsibilities, effect indicated readjustments, 
and make some sacrifices to the end that their 
institutions may discharge their obligations to the 
civilian as well as the military sick. 


Second, the physical plant should be carefully 
surveyed and such repairs effected to insure the 
smooth and continued operation of the mechanical 
department. Furniture and equipment should be 
placed in good condition for use, in the event of 
an increased patient load. 


Third, facilities for expansion of bed capacity 
Should be carefully studied and the location of 
additional beds should be decided upon. 


Fourth, a careful and complete inventory of 
staple supplies should be taken and additional 
purchases of staples should be arranged to cover 
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a somewhat longer than usual period of consump- 
tion. This, to avoid inconvenience in current 
operation that might be occasioned in delayed 
delivery. 


Fifth, a careful study of a program of readjust- 
ment of professional, technical, and lay personnel 
to continue acceptable professional care of the 
patient, as physicians, nurses, and other em- 
ployees are assigned for active duty to the mili- 
tary or naval service. 


Sixth, conservation of supplies and equipment, 
and provisions for their economical use. 


Seventh, a well coordinated program of pur- 
chase and issue of supplies. Avoid the vice of 
hoarding and exercise the virtue of saving in the 
use of staple supplies and equipment. 


Eighth, the consecration of every member of 
the personnel of the hospital to the acceptance of 
the increased duties in a willing and uncomplain- 
ing spirit, and to make personal sacrifices as their 
contribution to their Government and their com- 
munity in any eventuality that may develop. Like 
good citizens, the hospitals will help and not 
hinder our Government either through neglect in 
preparing for their smooth operation during the 
emergency, or in providing good hospital care for 
their patients. The Federal Government will do 
its part, and we can help best and when this help 
is most needed by doing our job well. 





Priorities 
Hospitals are now and will continue to be in- 
convenienced by Governmental regulations giving 
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our military and defense forces priority in the 
procurement of supplies. Within reasonable limi- 
tations this is as it should be, and is well justified 
when the necessity of these supplies for defense 
purposes is as urgent as it now is. 


But hospitals are an essential activity and 
should be officially so designated and classified. 
The care of the civilian sick has been recognized 
as an important and essential activity by coun- 
tries now engaged in providing for their defense 
or in actual warfare. The health of the worker 
engaged in industry, in the mines and mills, fac- 
tories and on the farms, as well as the health of 
the members of his family, is of primary im- 
portance to the defense of the country and to 
winning a war, if our country is forced into war. 


The procurement officers should be guided by 
such regulations in the exercise of priority deci- 
sions as will best conserve the interests of both 
the military establishment and the civilian worker. 
Such regulations should be adopted and carefully 
observed to avoid delay in. the delivery of needed 
hospital supplies, already ordered. They should 
never dam the flow of such supplies from the 
factory to the hospital. 


The Board of Trustees have presented to the 
Council of National Defense an emphatic request 
that hospitals be classified as an essential activity. 
Individual hospitals, hospital assemblies, and hos- 
pital councils, should vigorously support this 
request. 


a 


Small Hospitals 


Several hundred communities, for a large part 
located in rural and sparsely populated areas, are 
planning the construction of small hospitals. 


The plans call for modern well-equipped institu- 
tions, usually varying between the limits of 25 to 
50 in bed capacities. In a majority of instances the 
need for these new institutions is well indicated. 


The problems confronting the sponsors of build- 
ing projects in. practically every community are 
financial problems. We receive many inquiries re- 
garding the costs of construction and equipment, 
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and the cost of operation after the hospitals are 
completed. In a majority of states the amount 
of tax millage which the law would permit for 
hospital operation would amount to so little that 
it would provide only a very small portion of the 
operation costs. 


Philanthropic support cannot be predicted and 
in the majority of cases cannot be depended upon 
as a continuing support. The issue of bonds for 
construction purposes is a matter for the voters to 
decide, and in some communities the voters do not 
approve. 


In a large proportion of instances the popula- 
tion to be served is sufficient to support the pro- 
posed hospital both in numbers and resources. In 
almost all communities noted there are a sufficient 
number of competent medical men to staff a hos- 
pital of the size and character planned. 


' Among the reasons given for building the new 
community hospital are the difficulty of getting to 
established institutions, the fact that there are not 
at all times available accommodation for those in 
the community who apply for admission in exist- 
ing hospitals, and the increasing requests of the 
local medical profession for an institution, where 
their patients may ke properly cared for and under 
the care of the family physician. 


An outstanding piece of work in developing the 
small hospital and the professional care of its 
patients to satisfactory levels is being done in 
Minnesota, and through the State Hospital Asso- 
ciation. Institutes for small hospitals are being 
conducted and personal visitation by the secretary 
or president or some other prominent officer of the 
Association has helped the small hospitals in that 
state beyond measure. The work in Minnesota is 
being adapted to several other states. It should be 
in all. 


The trend is decidedly toward the increase in 
the number of small hospitals, particularly in agri- 
cultural states. The passage of the Mead Act would 
be a blessing to the small communities. These hos- 
pitals when properly operated are good financial 
risks, and their construction is the only present 
solution for the good hospital care of a large por- 
tion of our agricultural population. 
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Automobile Accidents 


During the year 1940 approximately 35,000 
people were killed and 1,300,000 were injured in 
automobile accidents. Deaths from this cause 
averaged almost one hundred per day. 


A considerable number of those who died and 
a majority of those who were seriously injured 
received hospital care, and of those taken to the 
hospital a heavy percentage were either unable 
to pay for their care or failed to do so. The value 
of the hospital care provided and for which no 
reimbursement was made runs well into millions 
of dollars, a substantial loss to the hospitals, for 
which no recourse is provided, except in a few 
states. 


In cases of automobile accidents hospitals have 
no choice except to provide attention for the in- 
jured. They are in no way responsible for or 
contributory to the cause of the accident, yet 
automobile injuries are the most common and 
most widely distributed of all catastrophes. The 
number is growing year by year, and the financial 
loss to hospitals, as gauged by the cost of the 
service provided, is constantly mounting. It 
forms an important item in the operating budget 
of the hospital, and frequently adds to the hospital 
deficit. 


Reasonable laws could be enacted in each state, 
which would provide revenue to cover the cost 
of hospital and medical care to the injured. It 
could be provided by a small addition, approxi- 
mately five per cent, to the costs of the automobile 
license. This would probably be the most equi- 
table method of distributing the cost. As every 
automobile owner or driver may be either the 
cause of or the victim of an accident, this method 
of raising the necessary revenue should be the 
method of choice. A few states have adopted it 
and enabling legislation of similar intent has been 
introduced in other states. 


A second method, but one not calculated to be 
as satisfactory, is to make it compulsory for 
each automobile to be covered with accident lia- 
bility insurance. This would be more expensive 
to the individual owner or driver and would meet 
the situation only in part. 


The remedy lies in the enactment of appropriate 
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legislation in each state. With proper initiative 
upon the part of the hospitals, and with persistent 
follow-up, there are few of our states’ lawmakers 
who would oppose the enactment of such laws. 
The presentation. of the statistics of automobile 
accidents, and the cost of hospital care provided 
and for which the hospitals received no remunera- 
tion, would be most convincing. 


——<————— 


Rating Technicians in Service 


In the hospitals of today, where the care of the 
patient is a highly developed art, the services of 
trained technicians, both men and women, are of 
great value. They are trained and developed 
almost exclusively in hospitals. Their period of 
training runs from one to several years. They 
must have a good academic background, and their 
professional training must be of a character that 
develops the skilled technician. 


The personnel of the x-ray and clinical labora- 
tories, and the physiotherapy and nutrition de- 
partments, the record’ librarian and the nurse 
anesthetist in the hospital perform services that 
receive a deserved recognition in the professional 
care of the patient. 


In the hospitals of our armed forces, no less 
than in our civilian hospitals, will the services of 
the trained technician be needed. It is only 
proper that when they are called into active 
service a rating commensurate with the impor- 
tance of their services and the degree of their 
training should be provided. They should have 
the same ratings and perquisites of the trained 
nurse in active service. 


The military forces are training technicians in 
military hospitals. This source of supply will in 
all probability fail in meeting the number re- 
quirements of the service, and many additional 
technicians will be called from civil life. A number 
will be affected by the Selective Service law. It is 
good policy, and one generally adopted when possi- 
ble to assign the soldier to duties which by reason 
of training and experience he is best qualified to 
discharge. When so assigned, provision for his 
proper rating in the service should be made. This 
is but simple justice to which the trained tech- 
nician is properly entitled. 





Minutes of the Meeting of the Board of Trustees 
of the American Hospital Association 


18 East Division Street, Chicago, Illinois, February 15, 1941 


by President B. W. Black, M.D. 
PRESENT: 
B. W. Black, M.D. 
Asa 8. Bacon 
Rt. Rev. Msgr. 

M. F. Griffin 
Edgar C. Hayhow 
Basil C. MacLean, M.D. 

Trustees Henry M. Pollock, M.D., and George 
D. Sheats were absent. 

President Black welcomed the Vice-Presidents 
of the Association, F. Oliver Bates, Frances C. 
Ladd, and Very Rev. Msgr. John J. Healy, who 
were present as guests. 

VOTED: That the minutes of the meeting of 
October 21, 1940, be approved. 

The Executive Secretary presented a request 
from C. H. Wantz, President of the Medical Ex- 
hibitors Association, that the American Hospital 
Association officially recognize the Medical Exhib- 
itors Association. 

VOTED: That the American Hospital Associa- 
tion officially recognize the Medical Exhibitors 
Association. 

The Executive Secretary presented a communi- 
cation. from the Executive Secretary of the Health 
and Medical Committee of the Federal Security 
Agency incorporating the suggestion “that organ- 
izations employing nurses who volunteer and are 
accepted for assignment to active service in mili- 
tary establishments give such nurses one year’s 
leave of absence without change of status.” The 
following resolution was voted: 

RESOLVED: That the Board of Trustees 
recommend to member hospitals and other 
hospitals that, if consistent with local condi- 
tions, leaves of absence be granted to all em- 
ployees during the period of their active mili- 
tary service. 

VOTED: That the Rev. John J. Bingham be 
appointed to succeed the Rev. Joseph S. O’Connell 
as a member of the Council on Public Education. 

VOTED: That the additional members of com- 
mittees under the respective councils as recom- 
mended by the chairmen of the councils be ap- 
proved. 

VOTED: That the program chairmen of the va- 
rious regional hospital assemblies be appointed to 


T» meeting was called to order at 10 a. m. 


Ada Belle McCleery 
Ellard L. Slack 

Donald C. Smelzer, M.D. 
Frank J. Walter 

Peter D. Ward, M.D. 
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the Committee on Regional Assemblies of which 
Malcolm T. MacEachern, M.D., is chairman. 

VOTED: That the Board of Trustees authorize 
the Executive Secretary, after consultation with 
Graham L. Davis, to appoint a committee under 
the Council on Administrative Practice, for the 
purpose of approaching the various foundations 
with a view to securing financial aid for a pro- 
posed program which would include the develop- 
ment of an appraisal form for evaluating hospital 
service and uniform accounting and statistical 
procedures. 

The audit by Arthur Young & Company of the 
Association’s finances for the year ending Decem- 
ber 31, 1940, was presented and discussed. 

VOTED: That in compliance with the recommen- 
dation of the auditors the liabilities to the Life 
Membership Fund, amounting to $6,984.28, and 
to the Initiation Fees-Capital Expenditures Fund, 
amounting to $24,074.51, a total of $31,058.79, be 
transferred from these two funds for special pur- 
poses to surplus. 

VOTED: That the Donors’ and Benefactors’ 
Fund now invested in the Association’s property 
be reimbursed in the amount in the fund, namely, 
$1400, and that this particular fund be kept intact. 

VOTED: That the report of the auditors be ac- 
cepted. 

The Board next considered the place for holding 
the 1942 convention. Reports on the facilities 
offered by the cities of St. Paul, Minneapolis, St. 
Louis, and Buffalo were presented. 

VOTED: That the 1942 convention of the Amer- 
ican Hospital Association be held in St. Louis, 
Missouri, and the Executive Secretary be instruct- 
ed to make such arrangements as may be neces- 
sary for holding the convention in 1942. The 
Executive Secretary was instructed that Buffalo 
was the second choice of the Board as a convention 
city, and in the event that suitable arrangements 
could not be made for holding the convention in 
St. Louis, the Executive Secretary proceed to make 
the necessary arrangements with the convention 
authorities in Buffalo. 

The matter of retiring the outstanding bonds of 
the Association was discussed by the Board, and 
the following resolution was voted: 

RESOLVED: That the General Mortgage 

Twenty-year 6 per cent Gold Bonds of the 
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American Hospital Association, maturing 
January 1, 1946, that are now outstanding 
and amounting to $8100, and 

That the First Mortgage Fifteen Year 6 
per cent Gold Bonds of the American Hos- 
pital Association, maturing July 1, 1947, that 
are now outstanding and amounting to $7700, 
be called for payment July 1, 1941. 

VOTED: That the expenditure of additional 
sums, as follows, be approved: 

(a) 499.71 extra budgetary for the publication 
of the Manual of Specifications for the Purchase 
of Hospital Supplies and Equipment; 

(b) $327.12 for the publication of the Manual 
on Accounting and Statistics. 

VoTED: That the following resolution prepared 
by the Committee on Coordination of Activities be 
presented to the Council of National Defense, 
with the following addition: “AND BE IT FURTHER 
RESOLVED that the Council of National Defense be 
requested to classify hospitals as an essential 
activity” : 

WHEREAS governmental activities in Na- 
tional Defense are beginning to absorb large 
proportions of the output of manufacturers 
and dealers upon. whom the civilian hospitals 
of the United States must depend for vitally 
important supplies, and ; 

WHEREAS governmental agencies may com- 
mand, and in many lines are requiring, prior- 
ity in delivery for governmental orders for 
such supplies, and 

WHEREAS the civilian. hospitals of the Unit- 
ed States are already experiencing serious 
difficulties in securing deliveries of such vital 
items as catgut, kitchen utensils, rubber 
goods and drugs, and 

WHEREAS the American Hospital Associa- 
tion represents the civilian hospitals upon 
which the Government is clearly depending 
to care for 10,000,000 civilian sick each year, 
then 

BE IT RESOLVED by the Board of Trustees 
of the American. Hospital Association that 
the Council of National Defense be informed 
of the present danger to civilian health 
through curtailment of hospital supplies and 


the certainty that this situation will become 
increasingly grave unless relief be given to 
the hospitals, and further 

BE IT RESOLVED that the American Hospi- 
tal Association urgently petition the Council 
of National Defense to grant to civilian hos- 
pitals the same priority in delivery of com- 
modities required by them as is accorded to 
governmental defense agencies. 


VOTED: That the title of the Committee on In- 
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surance be changed to the Committee on Insur- 
ance and Safety. 

VoTED: That the following resolution be 
adopted: 

RESOLVED: That the Board of Trustees ap- 
prove the request of Graham L. Davis, as 
Chairman of the Committee on Hospital Sta- 
tistics of the American Statistical Associa- 
tion, that the American Hospital Association 
cooperate with the United States Public 
Health Service, American Medical Associa- 
tion, American College of Surgeons, and the 
Bureau of the Census, in considering the hos- 
pital information blank now being used joint- 
ly by the American Medical Association and 
the American College of Surgeons, with a 
view to approval of this form with any nec- 
essary changes for use by all five organiza- 
tions as the method of securing basic data 
for annual census and the preparation of a 
manual on instructions and definitions, which 
are to be issued to hospitals for use in prepar- 
ing more accurate and uniform accounts. 
VoTEeD: That the following resolution be ap- 


proved by the Board of Trustees and presented 
to the House of Delegates for its consideration: 


RESOLVED: It would obviously: be to the ad- 
vantage of all organizations concerned with 
the betterment of hospital standards that 
there should be cooperation among them with 
regard to the formulation of these standards, 
and specifically that there should be coopera- 
tion with the American Hospital Association 
as the representative of the majority of hos- 
pitals serving adequately and reputably in 
their communities; 
Such a program of cooperation should pro- 
vide that any organization establishing stand- 
ards relating to hospitals should request the 
approval of the American Hospital Associa- 
tion with regard to those standards; 
It is further suggested that the process 
could be most advantageously implemented 
and expedited through arrangements for rep- 
resentation of the American Hospital Asso- 
ciation on formulating, accrediting and ap- 
proval bodies. 
It was further 

VOTED: That this resolution be transmitted to 
the Committee on Resolutions for the purpose of 
preparing the form of the resolution to be pre- 
sented to the House of Delegates. 

VOTED: That the following resolution be ap- 
proved: 

RESOLVED: That the Board of Trustees 
arrange a joint, full-day meeting in Chicago 
before June 15 of this year, of the Board of 


69 





Trustees of the American Hospital Associa- 
tion, the Committee on Coordination of Ac- 
tivities, the Council on Professional Practice, 
the Board of Trustees of the National League 
of Nursing Education and the Committee on 
Accrediting, and the Council on Nursing Edu- 
cation of the Catholic Hospital Association 
for the purpose of working out a mutually 
satisfactory arrangement with regard to the 
program of accreditation of schools of nurs- 
ing. 
It was agreed that the date for the meeting would 
be Friday, June 6, or one of the three days fol- 
lowing. 

The set of principles submitted by the American 
Nurses’ Association, which had been reviewed and 
revised by the Council on Professional Practice 
and approved by the Committee on Coordination 
of Activities, was presented for the consideration 
of the Board. 


VOTED: That the Board of Trustees approves 
in principle the revised set of principles as amend- 
ed, and that the amended principles be returned 
to the Council on Professional Practice with the 
request that they be referred for consideration 
to the assembly of the group meeting in June as 
identified in the preceding resolution. 

VOTED: That the Board of Trustees approve 
Senate Bill 839 authorizing that appropriate mili- 
tary status be provided for dietitians and physical 
therapists entering the military service. 

The Committee on Coordination of Activities 
has advised the Board of Trustees that Robin C. 
Buerki, M.D., will notify the representatives of 
the various groups cooperating in the Manual of 
Essentials of Good Nursing Service that the time 
has arrived for a revision of the Manual on the 
Essentials of Good Nursing Service; that Doctors 
Buerki, Faxon and Clemmons will act as a com- 
mittee to work with this group, and that each of 
the organizations cooperating (American Medical 
Association, American College of Surgeons, Na- 
tional League of Nursing Education, American 
Hospital Association) shall pay the expenses of 
its own. representatives in this connection. 

VOTED: That the Board of Trustees authorize 
the Committee on Simplification and Standardiza- 
tion to work with the National Textile Industry 
in. preparing specifications for standards for 
sheets and sheeting. 

VoTED: That the article prepared by Warren P. 
Morrill, M.D., entitled “Anesthetic Explosions— 
Their Incidence and Control,” be referred to the 
Editor of HOSPITALS for such decision as he 
may determine as to the time and form of publica- 
tion. 

VOTED: That the Board of Trustees authorize 


70 


the publication of the “Report of the Study of 
Provisions Relating to Hospital Care in Work- 
men’s Compensation Laws with Recommenia- 
tions” prepared by the Council on Government 
Relations. 

VOTED: That the Latin American Commitiee 
of the American Hospital Association be assigned 
under the Council on Association Development. 


VoTED: That the following resolution be adopt- 
ed by the Board of Trustees, and that Robin C. 
Buerki, M.D., be requested to submit personally 
a copy of the resolution to the Honorable Clar- 
ence Dykstra, Director of the Selective Training 
and Service Act: 


WHEREAS the Selective Service Act pro- 
vides that vitally necessary employees of 
activities which are essential to the public 
health, welfare, and interest may be granted 
deferred classification under selective service 
and 

WHEREAS the civilian hospitals of the 
United States are undeniably extremely es- 
sential to the public health, welfare, and inter- 
est and 

WHEREAS the interns and resident physi- 
cians in the civilian hospitals are indispensa- 
ble to their service to the public health, wel- 
fare, and interest and 

WHEREAS the American Hospital Associa- 
tion has been notified of literally scores of 
instances in which interns and/or resident 
physicians have been refused deferred status 
by local draft boards and have been taken out 
of the hospitals for military service over the 
protest of the employing hospital and 

WHEREAS there is ample evidence that poli- 
cies of selective service boards in various 
states and localities have little or no uniform- 
ity on this policy and 

WHEREAS the Selective Service Act gives 
no assurance of deferred status for any med- 
ical student after July 1, 1941, thus jeopar- 
dizing the future chances of the hospitals of 
obtaining regular quota for their intern 
staffs, therefore 

BE IT RESOLVED that the Board of Trustees 
of the American Hospital Association bring 
these matters urgently to the attention of the 
Council of National Defense and 

BE It RESOLVED that said Council of Na- 
tional Defense be and hereby is petitioned to 
effect the issuance of an Executive Order 
requiring Selective Service Authorities to 
grant deferred classification until completion 
of their periods of training for interns and 
equally important, to resident physicians in 
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training in specialized branches of medicine 

until they too have completed the regular 

period of training necessary for recognition 
by the Advisory Board of Medical Specialties 
for the particular branch of medicine, and 

BE IT FURTHER RESOLVED that the Council 
of National Defense be and hereby is peti- 
tioned to effect the promulgation. of laws or 
the issuance of an Executive Order, or both, 
which will prevent the interruption of the 
studies of. any bona fide undergraduate stu- 
dent of medicine due to the Selective Service 
and that such laws or Executive Order clearly 
provide for medical students after gradua- 
tion to proceed without interruption, into 
hospital internship. 

VoTED: That the Board approves uncondition- 
ally for affiliation with the American Hospital 
Association, the Maryland-District of Columbia 
Hospital Association, and 

That the Board approves conditionally for 
affiliation with the American Hospital Associa- 
tion, the Association of Oregon Hospitals, such 
condition to be removed as soon as the latter Asso- 
ciation adopts its new by-laws at its annual meet- 
ing in February, 1941. 

VoTED: That the Board of Trustees authorize 
the Committee on Coordination of Activities an 
extension of one month in order that the chairmen 
of the various councils in charge of convention. 
sections and programs be permitted to complete 
their respective programs. 

VOTED, upon recommendation of the Committee 
on Coordination of Activities: That all program 
section secretaries be asked to submit brief re- 
ports of their respective programs immediately 
following the close of the convention for purposes 
of publication in HOSPITALS, and 

That this action of the Board of Trustees be 
referred to the House of Delegates for considera- 
tion and approval of the recommendation. 

VOTED: That the Board of Trustees of the 
American Hospital Association endorses the pro- 
visions of Senator Walsh’s bill S. 670 to extend 
the Federal old-age and survivors insurance bene- 
fits of the Social Security Act to certain employees 
of religious and charitable organizations, exempt- 
ing only members of the ministry and regular 
members of religious orders. 

The Executive Secretary presented a resolution 
adopted by the Hospital Industries’ Association 
and addressed to the Board of Trustees of the 
American Hospital Association expressing appre- 
ciation of the service rendered by the Reber-Friel 
Company at the 1940 Boston Convention and 
assuring the Board of Trustees of their continued 


interest and cooperation in all matters of mutual - 


concern. 
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The Board instructed the Executive Secretary 
to acknowledge the receipt of the communication 
from the Hospital Exhibitors’ Association and to 
express to this Association the appreciation of the 
Board. 

VoTED: That upon. retirement from active serv- 
ice in the hospital field any person who has been 
a member of the American Hospital Association 
in good standing for the preceding twenty years 
or under unusual conditions, such as accident or 
illness, the member has been retired at an earlier 
period, such member may be continued as a mem- 
ber of the Association with an annual remission 
of dues. 

The Executive Secretary was instructed to re- 
port to the Board of Trustees from time to time 
the names of the persons who were entitled to 
these benefits, together with the reason for the 
remission, of dues. 

The subject of Life memberships was brought 
to the attention of the Board by the Treasurer, 
Asa S. Bacon. It was agreed to refer the follow- 
ing questions to the Membership Committee for 
study: (1) What will constitute a Life member- 
ship, and (2) What methods of procedure must 
be followed to secure a Life membership in the 
Association. 

The Executive Secretary advised the Board a 
large amount is being spent annually in duplicate 
publishing of material concurrently in bulletins 
and in the Annual Transactions, and asked that 
they give thought to this matter which will be 
brought to their further attention at the June 
meeting. 

The Commission on Hospital Service submitted 
a tabulation of enrollment and financial data for 
67 nonprofit hospital service plans, all but one of 
which (the Intercoast Hospitalization Insurance 
Association, Sacramento, California) it recom- 
mended to the Board of Trustees of the American 
Hospital Association for the issuance of 1941 ap- 
proval certificates. After a discussion, it was 

VOTED: That approval certificates of the Ameri- 
can Hospital Association be issued for the year 
1941 to the 66 Hospital Service Plans recom- 
mended by the Commission on Hospital Service, 
and that approval certificate for the year 1941 be 
issued to the Intercoast Hospitalization Insurance 
Association with the understanding that approval 
for 1942 would be granted only if (a) the plan 
is reorganized under the special enabling act for 
hospital service plans in California, or (b) the 
hospital contracts include or be.supplemented by 
written evidence of hospital responsibility for 
service to subscribers. 

The recommendations and report of the Special 
Committee of Hospital Service Plan Representa- 
tives was presented by the Chairman of the Com- 
mission on Hospital Service, Basil C. MacLean, 
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M.D., and John R. Mannix, Chairman of the 
Special Committee. This was discussed at length. 

VOTED: That the Board of Trustees accepts the 
report of the Special Committee of Hospital Ser- 
vice Plan Representatives, as transmitted by the 
Commission on Hospital Service on January 17, 
1941, and 

That the Board of Trustees approves the gen- 
eral proposals for a Hospital Service Plan Com- 
mission as submitted by the Special Committee of 
Hospital Service Plan Representatives, and rec- 
ommends such proposals for favorable considera- 
tion by the House of Delegates of the American 
Hospital Association. 

VOTED: That the “Changes in Proposed Amend- 
ments to the By-Laws of the American Hospital 
Association, suggested by Oswald Maland,” be 
approved as presented, with the exception that 
the first line of Amendment Number 5 be changed 
to read as follows: 

“Dues—The dues (which are moneys held 
in trust as in these by-laws provided) of Type 
IV Active Institutional members shall . . .” 
VoTED: That the Board of Trustees approves 

certain amendments to the By-Laws of the Ameri- 
can Hospital Association, which have been pre- 
sented to this meeting by the Commission on Hos- 
pital Service, and which provide for Type IV 
Active Institutional membership for approved 
nonprofit hospital service plans, and which pro- 
vide for a Hospital Service Plan Commission to 
be elected by the Type IV members, with the 
following amendments: 

That the second paragraph of Amendment 
Number 5 read: 

“Special Trust Fund—The dues of Type 
IV Active Institutional Members shall be 
placed in a special trust fund to be adminis- 
tered by the Hospital Service Plan Commis- 
sion, in amounts and under the conditions 
set forth in the administrative regulations 
referred to in Article X, Section 5.” 

That Amendment Number 8 be omitted, and 
the following amendment substituted as Amend- 
ment Number 8: 

“Article VI, Section 2 of the By-Laws is 
hereby amended by the insertion in the first 
sentence of the words “nor more than five 
votes” between the words “shall have not less 
than one vote” and “regardless of the amount 
of dues paid.” 

That Amendment Number 9 be changed to 
read: 

“Article VII, Section 1 of the By-Laws is 
hereby amended by substitution of the word 
‘twelve’ for the word ‘fifteen’ in the sentence 
reading ‘Fifteen Delegates chosen by the As- 
sembly,’ and by the addition of the words 
‘Three Delegates chosen by the Type IV Ac- 


tive Institutional Members’ after the words 

‘Twelve Delegates chosen by the Assembly.’ 

That Amendment Number 10 be changed to 
read: 

“Type IV Active Institutional Members 
shall elect for such terms and in such man- 
me." 

VoTED: That the Board of Trustees approves 
certain Administrative Regulations submitted to 
this meeting, which outline the functions and 
activities of the Hospital Service Plan Commis- 
sion and its relationship to the American Hospital 
Association, with the amendments proposed by 
Mr. Maland and the following amendments: 

That “II, Financial Support of the Hospital 
Service Plan Commission, B,” be changed to read: 

“All dues paid by Type IV Active Institu- 
tional Members, and all other funds received 
by the Commission, will be deposited in a 
special trust fund, of which the Hospital Ser- 
vice Plan Commission is custodian, and which 
are subject to disbursement only in accord- 
ance with the directions of the Commission,” 
and 
That the following be inserted as C, changing 

the present C to D, D to E, and E to F: 

“The Commission shall negotiate annually 
with the Board of Trustees concerning a suit- 
able amount to be paid by the Commission to 
the American Hospital Association for gen- 
eral services provided to the Commission by 
the Association.” 

VOTED: That the Board of Trustees hereby ap- 
proves the establishment by the approved hospital 
service plans of an Interim Hospital Service Plan 
Commission. to be elected by the approved hos- 
pital service plans at a forthcoming conference 
in New Orleans on or about February 27, 1941, 
to consist of nine members to be known as Com- 
missioners. 

VoTED: That the Commissioners composing 
the Interim Hospital Service Plan Commission 
shall serve from the time of their election until 
a Hospital Service Plan Commission shall have 
been elected in accordance with certain proposed 
amendments to the By-Laws of the American 
Hospital Association, whereupon such Commis- 
sion shall succeed to all the rights, powers, and 
authority theretofore vested in the Interim Hos- 
pital Service Plan Commission. 

It is understood by the Board of Trustees that 
the Interim Hospital Service Plan Commission 
shall be created with the power to establish pol- 
icies and to conduct activities of general interest 
which will extend the application of the principle 
of group payment for hospitalized illness, will 
improve the efficiency of nonprofit hospital service 
plant, and will promote the cooperation of all 
groups which may influence the scope, develop- 
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ment, and administration of hospital service 
plans. 

It is understood by the Board of Trustees that 
all policies of the Interim Hospital Service Plan 
Commission which affect the standards of ap- 
proval for hospital service plans shall at all times 
be consistent with the general policies of the 
American Hospital Association, and shall be sub- 
ject to review and approval by the Board of 
Trustees of the American Hospital Association. 


VOTED: That the Board of Trustees agrees to 
accept, hold, and disburse, subject to the order of 
a majority of the Interim Hospital Service Plan 
Commission or persons designated by such ma- 
jority, such funds as are contributed by the 
approved hospital service plans or received from 
other sources by the Interim Hospital Service 
Plan Commission. 

VoTED: That the present Commission on Hos- 
pital Service shall be discontinued, and its prop- 
erties and monies shall be disposed of and dis- 
bursed as shall be directed by a majority of the 
Interim Hospital Service Plan Commission, when 
elected, or by persons directed by such majority, 
provided such discontinuance and such arrange- 
ments for disposal and disbursement are accept- 
able to the Julius Rosenwald Fund and consistent 
with the purposes of the original grant. 

VOTED: That a committee of the Board of 
Trustees be created to represent the Board of 
Trustees in the approval program for hospital 
service plans. 

It was agreed that the Director of the Commis- 
sion on Hospital Service be authorized to notify 
the 67 hospital service plans approved of their 
approval by the Board of Trustees. 

It was agreed that April 1, 1941, be the date 
when the activities and resources of the present 
Commission be officially transferred to the In- 
terim Hospital Service Plan Commission, provided 
an Interim Hospital Service Plan Commission is 
elected. 

VOTED: That President Black communicate all 
the pertinent facts to the President of the Julius 
Rosenwald Fund and secure the reaction of the 
Fund to these proposals. 

VoTED: That the Treasurer of the Association, 
with the advice of the attorneys for the Associa- 
tion, prepare such action as will legally transfer, 
as of April 1, 1941, to the Interim Hospital Serv- 
ice Plan Commission, if elected, the funds now 
held in trust by the Board of Trustees for the 
Administrative Board. 

VoTED: That if the Interim Hospital Service 
Plan Commission is elected, the Council on Hos- 
pital Service Plans be discontinued as of April 1, 


1941, and the members thereof be notified by the 
President. 
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VoTED: That the Chairman of the Committee 
on By-Laws (Arthur C. Bachmeyer, M.D.) and 
the Chairman of the Special Committee of Hos- 
pital Service Plan Representatives (John R. Man- 
nix) be authorized and requested to prepare the 
necessary amendments in proper and final form 
and to proceed with the publication of these 
amendments in time to fulfill the necessary re- 
quirements of the By-Laws and to be presented to 
the House of Delegates and, ultimately, to the 
Assembly, for action at the next Convention. 

VOTED: That provision be made for a mail 
ballot of acceptance of the individuals elected to 
the Interim Hospital Service Commission at the 
election in New Orleans on or about March I, 
1941; such ballot to be taken by the Executive 
Secretary immediately after he receives notifica- 
tion of such election. 

VOTED: That the Administrative Board, com- 
posed of the Commission on Hospital Service and 
the Council on Hospital Service Plans, be au- 
thorized to conduct the election of the Interim 
Hospital Service Commission. 

It was agreed that President Black be autho- 
rized to deal with any unforeseen difficulties that 
may arise between the present time and the next 
meeting of the Board. 

VOTED: That Doctor MacLean prepare an ap- 
propriate statement, summarizing the history of 
the establishment of the Hospital Service Plan 
Commission. in the structure of the American Hos- 
pital Association, such statement to be published 
in HOSPITALS so that the membership of the 
Association, particularly the House of Delegates, 
will be familiar with the proposed action. 

It was suggested that each member of the 
Board of Trustees make the Delegate from his. 
own state more familiar with the above history. 

VOTED: That it was the sense of the Board of 
Trustees that the Joint Advisory Committee, con-- 
sisting of representatives of the American, Cath- 
olic, and Protestant Hospital Associations be con- 
tinued, and 

That problems confronting the hospital field as 
a whole, particularly those that are affected by 
Federal legislation or regulation, be considered by 
this Joint Advisory Committee representing a 
united hospital front. 

The Executive Secretary was directed to convey 
this action of the Board of Trustees of the Ameri- 
can Hospital Association to the President and 
Secretary of the Catholic Hospital Association of 
the United States and Canada and the American 
Protestant Hospital Association. 

The meeting was adjourned at 4:30 p. m. to 
meet at the call of the President in June. 
Respectfully submitted, 

BERT W. CALDWELL, M.D. 
Executive Secretary 











Midyear Hospital Week in Chicago 


American Hospital Association was held in 

Chicago February 15-16, with an attendance 
of more than one hundred hospital association 
executives. Among those present were the Board 
of Trustees, the Committee on Coordination of 
Activities, the Council on Association Develop- 
ment, and the Committee on Ethics of the Ameri- 
can Hospital Association, presidents and secre- 
taries of regional hospital assemblies and sectional 
hospital associations, chairmen of legislative com- 
mittees of state associations, as well as the Board 
of Regents of the American College of Hospital 
Administrators and the Board of Trustees of the 
American Protestant Hospital Association. 


T= Tenth Annual Midyear Conference of the 


Meeting of the Committee on Coordination 
; of Activities 


On Friday, February 14, the Committee on Co- 
ordination of Activities met in an all-day session 
during which the reports and recommendations 
of the seven councils and a tentative program for 
the 1941 convention at Atlantic City were con- 
sidered. The results of these deliberations were 
submitted to the Board of Trustees in the form of 
twenty-four resolutions—which appear in the 
minutes of the meeting of the Board of Trustees. 


Meeting of the Board of Trustees 


On Saturday, February 15, the Board of Trus- 
tees held its meeting, at which, among other time- 
ly topics, the important problem of a more con- 
solidated organization of hospital service plans 
and activities within the American Hospital Asso- 
ciation was considered. The minutes of the meeting 
of the Board of Trustees are published elsewhere 
in this issue. 


Conference of State, Provincial and Regional 
Hospital Association Officers 


The conference of state, provincial, and regional 
hospital association officers convened at ten o’clock, 
Saturday morning, under the chairmanship of 
Dr. E. F. Collins of the Grace Hospital in Detroit. 
The scheduled agenda for this morning session 
was a discussion of the activities and plans of the 
various councils of the American Hospital Asso- 
ciation. 


Graham L. Davis of the W. K. Kellogg Founda- 
tion, Battle Creek, Michigan, was called on first 
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to discuss the work of the Council on Administra- 
tive Practice, of which he is chairman. He ex- 
plained the work now being done by the Commit- 
tees on Personnel Relations, on Insurance and 
Safety, on Purchasing, and on Accounting and 
Statistics, emphasizing particularly the forthcom- 
ing Institute on Purchasing and Institute on Ac- 
counting, which, with the cooperation of Johns 
Hopkins and Indiana Universities, are to be held 
from June 9 to 14 in Baltimore, Maryland, and 
Bloomington, Indiana, respectively. He explained 
also that his council is considering ways and means 
of securing financial aid for the development of an 
appraisal form for evaluating hospital service and 
uniform accounting and statistical procedures. He 
advised that his council had requested the Ameri- 
can Hospital Association to cooperate with the 
United States Public Health Service, the Ameri- 
can Medical Association, the American College of 
Surgeons, and the Bureau of the Census, in con- 
sidering the hospital information blank now being 
used jointly by the American Medical Association 
and the American College of Surgeons, with a view 
to approval of this form with any necessary 
changes for use by all five organizations as the 
method of securing basic data for the annual 
census. 


The Chairman next called on Dr. Robin C. 
Buerki of the State of Wisconsin General Hospi- 
tal to discuss the activities and plans of the Coun- 
cil on Professional Practice, of which he is chair- 
man. Doctor Buerki reviewed the work of the 
various committees functioning under his council, 
referring briefly to the recent deliberations of his 
council regarding such matters as accreditation 
and approval standards for hospitals, the problem 
of accreditation of schools of nursing, the status 
and problems of the hospital staff nurse, the 
Manual on Essentials of Good Nursing Service, the 
subsidiary workers in the care of the sick, and the 
problem of setting a date for intern appointments. 


Dr. Robert H. Bishop, Jr., of the University 
Hospitals in Cleveland, was called upon next to 
discuss the activities of the Council on Public 
Education, of which he is chairman. Doctor Bishop 
reported that his council, in cooperation with the 
American Public Welfare Association, is now in 
the process of completing a report on “Public Sup- 
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port for Out-Patient Departments.” He then re- 
viewed the plans for National Hospital Day on 
May 12 under the chairmenship of Mr. and Mrs. 
Albert G. Hahn, advising that two pamphlets had 
already been issued, one entitled “How and Why,” 
the other entitled “Pressing Forward.” He also 
advised that consideration is being given to the 
development of a public relations service or bureau 
within the structure of the American Hospital 
Association. 


Dr. Claude W. Munger, of St. Luke’s Hospital 
in New York City, chairman of the Council on 
Government Relations, was then asked to report 
on the activities of his council. He referred briefiy 
to the two bulletins on lien laws and licensing laws 
issued by his council last year and to the forth- 
coming bulletin on workman’s compensation laws, 
which is just now going to press. He spoke on the 
subject of Federal legislation, referring to several 
of the bills that are of particular interest to hos- 
pitals. This subject led into the problem of na- 
tional defense, which he discussed at some length, 
and which aroused considerable discussion from 
the floor. 


Following this discussion, Dr. Collins called 
upon Howard E. Bishop, of the Robert Packer 
Hospital in Sayre, Pennsylvania, to discuss the 
work of the Council on Association Development, 
of which he is in charge. Mr. Bishop referred 


briefly to the work of the Committees on Member- 
ship, on Regional Assemblies, on Sectional Asso- 
ciations, on Hospital Councils, on- District Confer- 
ences, and on Association Library, all of which 
come under his council. Copies of the new Man- 
ual on Association Development, prepared for his 
council, were distributed to each member present. 


The meeting was then adjourned for the lunch- 
eon of the presidents and secretaries, with Presi- 
dent Benjamin W. Black presiding. 


The afternoon session convened promptly at 
two o’clock with Dr. A. F. Branton, of the Willmar 
Hospital in Willmar, Minnesota, presiding. Doctor 
Branton first called on Dr. Lucius R. Wilson, of 
the Hospital of the Protestant Episcopal Church 
in Philadelphia, chairman of the Council on Hos- 


pital Planning and Plant Operation, to report on: 
-his council. Doctor Wilson reviewed the work of 


the several committees functioning under his 
council. He spoke of the work of the Committee 
on Simplification and Standardization which finally 
resulted in the recent publication of the “Manual 
of Specifications for the Purchase of Hospital Sup- 
plies and Equipment,” and the Committees on Air 
Conditioning, on Ultraviolet Rays, on Anesthetic 
Gas Explosions, on Sterilization Standards for 
Supply Rooms, on Physical Defense of Hospitals, 
and on Architectural Plans. 
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Following this report, Doctor Branton called on 
the Assistant Secretary to explain how regional 
and sectional hospital associations can assist 
American Hospital Association headquarters. Doc- 
tor Emch outlined some of the general principles 
of cooperation which, he explained, are elementary 
but essential. He asked the presidents and secre- 
taries present (1) to keep A.H.A. headquarters in- 
formed of their association activities, (2) to ad- 
vise A.H.A. headquarters immediately on the elec- 
tion of new officers, (3) to advise A.H.A. head- 
quarters of the day (or days), month, city, and 
hotel of their annual meetings, (4) to send to 
A.H.A. headquarters 60 copies of all bulletins or 
publications for distribution by the Bulletin Ex- 
change Service, (5) to attend and participate in 
the Midyear Conference of the American Hospital 
Association, (6) to attend the national convention 
of the American Hospital Association, (7) to an- 
swer inquiries and questionnaires from the Ameri- 
can Hospital Association promptly and accurately, 
(8) to send a brief report of their annual conven- 
tion or annual meeting immediately after it is held 
to A.H.A. headquarters for publication purposes, 
(9) to cooperate energetically with A.H.A. head- 
quarters in the development of membership, (10) 
to consider the advisability of securing official 
affiliation with the American Hospital Association, 
(11) to follow business-like procedures in the col- 
lection of membership dues and in the mailing of 
remittances to A.H.A. headquarters, and (12) to 
develop an association-conscious membership. 


After some discussion, Doctor Branton again 
called on the Assistant Secretary to present a re- 
view of Federal legislation as it relates to hospi- 
tals. Doctor Emch analyzed some of the more im- 
portant bills introduced into the Seventy-seventh 
Congress within the last month and a half. Fol- 
lowing this presentation, Doctor Branton called on 
the representatives of each state present for a 
brief discussion of legislation in their respective 
states. 

The meeting was then adjourned at 4:15 o’clock 
in time for members present to go to the head- 
quarters building for the presentation to the 
American Hospital Association of the Right Rev- 
erend Monsignor Maurice F. Griffin’s portrait. 


The conference of state, provincial, and regional 
hospital association officers convened again Sun- 
day morning at ten o’clock with Dr. Albert G. 
Engelbach of the Cambridge Hospital in Cam- 
bridge, Massachusetts, presiding. Inasmuch as the 
representatives of the Council on Hospital Service 
Plans were in session at the meeting of the Board 
of Trustees on Saturday, it was not possible for 
them to discuss the work of their council at the 
Saturday conference. Doctor Engelbach called on 
John R. Mannix, director of Michigan Hospital 
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Service in Detroit, Michigan, to review the gist 
of the recent negotiations between hospital service 
plan executives, the Commission on Hospital Serv- 
ice and the Board of Trustees of the American 
Hospital Association. Mr. Mannix briefly outlined 
the history of the entire movement, bringing the 
group up-to-date with an analysis of the present 
proposed plans for a consolidated organization of 
hospital service plans and activities within the 
American Hospital Association. Following this 
presentation, Doctor Engelbach asked for a discus- 
sion from the floor on such problems as the build- 
ing of convention programs, publicity for meet- 
ings, etc. 


The meeting adjourned promptly at twelve 
o’clock. 


Presentation of Monsignor Griffin’s Portrait 


At four-thirty o’clock Saturday afternoon, more 
than one hundred fifty hospital executives con- 
vened in the Asa S. Bacon Library in the Ameri- 
can Hospital Association headquarters to hear the 
presentation addresses and to witness the unveil- 
ing ceremonies of a portrait of the Right Reverend 
Monsignor Maurice F. Griffin, senior member of 
the Board of Trustees. 


Dinner of the President and Board of Trustees 


The President and Board of Trustees’ Dinner 
was held on Saturday evening, in the Ballroom of 
the Drake Hotel, with an attendance of one hun- 
dred. This dinner, as heretofore, was a most en- 
joyable and informal get-together. President 
Black, after introducing honored guests, called on 
the presidents of the six regional hospital assem- 
blies and the Canadian Hospital Council, for greet- 
ings from the different regional associations of 
this country and Canada. 


Concurrent Meetings Held 


The Board of Regents of the American College 
of Hospital Administrators held a two-day session 
meeting on February 12 and 13. The Board of 
Trustees of the American Protestant Hospital 
Association held its meeting on Sunday afternoon, 
February 16, the Council on Medical Education 
and Hospitals of the American Medical Associa- 
tion held its usual meetings on Monday and Tues- 
day, February 17 and 18, and the National Meth- 
odist Hospitals, Homes and Deaconess Association 
convened for a two-day session, commencing Feb- 
ruary 19. 
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Convention of the Hospital Association of New York State 


The Hospital Association of New York State 
will hold its seventeenth annual convention at 
Hotel Pennsylvania on May 21, 22, and 23. 


The local arrangements are being made by a 
committee of which Leighton M. Arrowsmith is 
chairman. They are preparing for the annual 
banquet and dance at the Pennsylvania Hotel on 
Wednesday evening, May 21, and for entertain- 
ment they are promising the best floor show avail- 
able in New York City. 


Wednesday morning will be the registering and 
business session. Wednesday afternoon will be 
devoted to problems of administration, with a 
paper on “Administrative and Statistical Control,” 
by William Seltzer, and a paper by Everett W. 
Jones on “Further Problems of the Relationships 
of Welfare Commissioners with Voluntary Hospi- 
tals.” These will be followed by a round table 
discussion of administrative problems. 


Thursday morning will be devoted to exhibits 
and informal visits to local hospitals. 


On Thursday afternoon a program of great in- 
terest to hospital administrators and purchasing 
agents has been arranged. The topic of discus- 
sion will be “Relationship of Manufacturers and 
Users of Hospital Supplies’”—from the manufac- 
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turers’ point of view and from the users’ point of 
view. A round table discussion will follow. 


On Friday morning the session will be devoted 
to a round table discussion on personnel problems, 
and will be based on consideration of “Job Speci- 
fications for Hospital Organization,’ American 
Hospital Association Bulletin 202, 1940. Special 
consideration will be given to increasing competi- 
tion of business in the defense program making 
personnel problems more pressing in hospitals. 


On Friday afternoon the session will be devoted 
to “Food Problems in a War Economy,” with 
papers on “Government Steps to Protect the Con- 
sumer” and “The Truth about Vitamin Bread.” 
This session will end with a round table discussion. 


The annual conventions of the Hospital Asso- 
ciation of New York State, always well attended, 
invariably provide a program of the largest prac- 
tical value to the hospital administrator. The pro- 
gram, which this year is of more than usual in- 
terest from this standpoint, has been arranged 
under the direction of the president, Dr. Fred- 
erick MacCurdy, Vanderbilt Clinic, New York 
City; the executive-secretary, Carl P. Wright, 
General Hospital, Syracuse; and the second vice- 
president, David Q. Hammond, Flower Hospital, 
New York City. 
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ministrators in Chicago will be held August 

13 to 27, 1941, inclusive, at Judson Court, 
University of Chicago. This Institute is conducted 
by the American Hospital Association, in coopera- 
tion with the University of Chicago, the American. 
College of Surgeons, The American Medical As- 
sociation, the American College of Hospital Ad- 
ministrators, the Chicago Hospital Council, and 
the hospitals in the Chicago metropolitan area. 


T= Ninth Annual Institute for Hospital Ad- 


A well-organized program which covers 
every phase of hospital administration has been 
planned by the Institute Committee on Arrange- 
ments consisting of Malcolm T. MacKachern, 
M.D., associate director, American College of Sur- 
geons, chairman; Asa §S. Bacon, superintendent 
emeritus of Presbyterian Hospital, Chicago; 
Mabel W. Binner, R.N., superintendent of Chil- 
dren’s Memorial Hospital, Chicago; E. I. Erick- 
son, superintendent of Augustana Hospital, Chi- 
cago; A. E. Hardgrove, superintendent of Norton 
Memorial Infirmary, Louisville, Kentucky; Ger- 
hard Hartman, executive secretary of the Ameri- 
can College of Hospital Administrators; Ada Belle 
McCleery, R.N., superintendent of Evanson 
Hospital, Evanston, Illinois; L. C. Vonder Heidt, 
superintendent of West Suburban Hospital, Oak 
Park, Illinois; William H. Walsh, M.D., hospital 
consultant, Chicago; and Bert W. Caldwell, M.D., 
executive secretary of the American Hosrpital 
Association. 


As in previous years Dr. MacEachern will be 
Director of the Institute and Arnold F. Emch, 
Ph.D., assistant secretary of the American Hos- 
pital Association and Gerhard Hartman, execu- 
tive secretary of the American College of Hospital 
Administrators, will act as Associate Directors. 


Lectures and Seminars 


The lectures and seminars, which constitute the 
“piéce de résistance” of the Institute, will be given 
each morning by recognized authorities in the 
hospital subjects for which they are responsible. 
The lectures cover all the phases of hospital ad- 
ministration. Community relations and the edu- 
cational function of the hospital have been given 
important places on the program. The seminars 
afford ample opportunity for discussion of the 
lectures by the students under the leadership of 
the lecturer of the day. 


Field Trips 


Each afternoon students will have a choice of f 


demonstrations at one of three different hospitals. 
Kighteen hospitals in the Chicago area have been 
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chosen for demonstrations. In the group are 
county, university, private and denominational 
hospitals. The bed capacities range from 102 beds 
to 3300 beds with the median between 200 and 
300 beds. Special hospitals are also available for 
conducted tours. 


Buses will be provided for all field trips. 


Conference Periods 


The conference periods, which were made a 
part of the regular program last year and proved 
so very successful will be a feature of the pro- 
gram this year. These conferences may be chosen 
in place of one of the field trips by students who 
desire a personal discussion with authorities on 
special problems. 


Round Tables 


The evening round table conferences will be 
devoted to discussion of questions presented by 
the students arising out of lectures, seminars, and 
demonstrations, and problems in general as re- 
lated to the various aspects of administration. 


Special tours to the headquarters of the Ameri- 
can Medical Association, the College of Surgeons, 
and the American Hospital Association have been 
included in the Institute program. 


Accommodations 


The University of Chicago will provide accom- 
modation at reasonable rates for Institute regis- 
trants in Judson Court where the sessions of the 
Institute will be held. 


Registration 


Persons eligible for registration are “men and 
women who hold, or who within recent years, 
have held the position of administrator of a hos- 
pital, assistant administrator, director of nurses, 
business manager, or other positions having 
equivalent responsibilities.” 


Applications are accepted in the order in which 
they are received. Each year an effort is made 
to confine the total enrollment to 100 registrants. 
Those who contemplate attending the 1941 Insti- 
tute should send for their application blanks at 
the earliest possible date. 


The registration fee, which includes the cost 
of bus service to hospitals, is $15. 


For application blanks and information con- 
cerning the Chicago Institute for Hospital Ad- 
ministrators write to Miss Agnes M. McCann, 
Secretary of the Institute for Hospital Adminis- 
trators, American Hospital Association, 18 East 
Division Street, Chicago, Illinois. 
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Price Trend of Hospital Commodities 


McGill Commodity Service, Inc., Auburndale, Massachusetts 


Sponsored by the Committee on Purchasing of the Council on Administrative Practice 


HE United States is now actively engaged in 
Tt task of shifting from a peace to a war- 

time economy. Even though our armies are 
not leaving for foreign soil, the inevitable reper- 
cussions that accompany the force of war are in 
evidence. Today production is concentrated on 
war equipment from which there is no economic 
return. The truth of the matter is that business is 
faced with a gigantic task if the objectives of com- 
plete preparedness and ever-mounting aid to Eng- 
land are to be accomplished. It is somewhat diffi- 
cult to grasp the significance of monetary figures 
because of their great magnitude. During the 
next two years 56 per cent of Government spend- 
ing will be for one item alone, namely, armament. 
More than forty billion dollars will be liquidated 
during the next half decade. In 1941, alone, around 
eight billion dollars will be spent for war equip- 
ment. A check-up reveals that ten and one-half 
billion for definite contracts were awarded during 
the second half of 1940, but the finished materials 
are yet to be produced. 


Briefly, an unprecedented amount of money will 
be expended to bring the standing army up to two 
million men and to produce thousands of planes, 
tanks, trucks, trailers, engines, machine guns, 
anti-aircraft guns, warships, etc. The question is, 
just what does this mean from the standpoint of 
economics? First of all, a substantial portion of 
industrial producing capacity normally engaged in 
the production of peace-time goods is now in the 
process of being shifted over to war output. Sec- 
ond, employment is rapidly mounting, and today 
more people are employed than at any time on 
record. Third, purchasing power has climbed by 
leaps and bounds with the result that the aggre- 
gate demand for goods has exceeded production. 
Even at this early date there is a shortage of 
skilled labor, and the number of strikes has in- 
creased rapidly. Meanwhile, industrial organiza- 
tions are laboring under a huge backlog of unfilled 
orders and yet no alleviation in new demand has 
taken place. Seasonal characteristics have to a 
large extent been temporarily dissolved. The great 
need of the hour is still more production. 


Such a picture automatically introduces tre- 
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mendous problems, and as a national emergency 
exists and the goal of maximum war production 
must be reached, there is hardly any alternative 
other than a spreading of the control system. Re- 
member, the current boom is primarily artificial. 
It is not a businessman’s boom but rather a tidal 
wave of activity tightly reined by government 
agencies. Taxation will act as a constant watch 
dog, and perhaps this phase of the situation can 
be best illustrated by noting that whereas Gen- 
eral Motors reported an increase in earnings of 
$92,500,000 in 1940 over 1939, yet taxes absorbed 
$80,300,000 of that amount. Profits will not move 
upward in alignment with the volume of business 
transacted. 


In reality the inauguration of priorities is just 
beginning. Because of the complicated status it 
is only reasonable to anticipate, as time goes on, 
greater control of industry, strong control of 
money, severe tax laws which will be instrumental 
in curbing inflationary characteristics, and con- 
tinued control of the agricultural situation. In 
addition, there is a wide range of potential con- 
trol involving labor, wage rates, overtime, trans- 
portation, non-essential industries, etc. Last, but 
by no means least, is the prospect of commodity 
price control when and if necessary. 


All Commodities 


Due principally to agricultural commodities, the 
composite index of commodity prices sagged mod- 
erately in recent weeks, yet for all practical pur- 
poses the Index is holding on the highest ground 
since the beginning of the war. In mid-February 
the McGill Index of All Commodities stood 14 per 
cent below the peak reached in 1937, and fully 24 
per cent below the average noted during the base 
year 1926. There is no question that fear of Gov- 
ernment control and price fixing has been instru- 
mental in preventing runaway tendencies. No 
radical developments in the price trend are con- 
templated this year. However, if production is to 
be maintaned and stimulated, commodity prices 
cannot be held down too rigidly. Therefore, we 
do not hesitate to predict a gradual and definite 
strengthening in the price list of basic commodi- 
ties as 1941 progresses. 
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Drugs and Chemicals 


During the closing half of 1940 the underlying 
trend of the composite chemical and drug index 
steadily declined under the leadership of a broad 
readjustment downward in quicksilver quotations. 
A low point in mercury was reached in January, 
and in recent weeks prices have strengthened. In 
the final analysis, quicksilver comes under the 
“strategic” classification. Although production 
has increased by leaps and bounds and is now at 
levels which place this country on a self-sustaining 
basis, yet the outlook for consumption is excep- 
tionally favorable, and following the adoption of 
the Lend-Lease Bill an increase in mercury ship- 
ments to England is bound to materialize. Last 
month we mentioned the fact that the price read- 
justment downward in this important commodity 
had reached proportions which discounted bearish 
forces. 


Paper Products 


Producing costs have more or less stabilized. 
Meanwhile demand for all types of paper has in- 
creased and stocks at the mills are no longer of a 
burdensome character. It stands to reason that 
in addition to a high rate of exportation, domestic 
demand for all types of paper will forge ahead re- 
flecting the highest level of business activity ever 
known. Paper prices appear destined to hold on a 
stable course for the near term, but moderate 
price revisions upward could easily eventuate by 
the summer period. 


Cotton Goods 


The magnitude of the price increase over the 
past year goes far toward counteracting bullish 
forces, particularly when it is realized that the 
spot quotation for raw cotton has fluctuated with- 
in fairly narrow limits. Consumption of cotton 
for the first five months of this season has ex- 
ceeded 3,584,000 bales as compared with 3,310,143 
bales for the corresponding period last season. 
However, exports reached the critically low figure 
of 602,765 bales, a decline of 80 per cent as com- 
pared with 3,134,415 bales exported during the 


same period in 1939. The stage appears set for a 
crop of 1941 that will compare favorably with the 
yields of the past two years. Although prices for 
cotton goods over the long term will be influenced 
by higher labor costs, taxes, etc., yet the price up- 
swing during the past few months certainly ap- 
pears sufficient for the time being. 


Fuels 


No important change has taken place in the 
price trend during the past month. There is a 
foundation that supports some price strengthen- 
ing in bituminous coal as 1941 progresses. Con- 
sumption will undoubtedly be the heaviest in a 
decade. Prices are still holding close to the mini- 
mum levels established under the Coal Act. The 
wage agreement expires in the near future, but 
because of the national emergency no shut-down 
is contemplated. As regards fuel oil, a decline in 
charter rates and the existence of adequate sup- 
plies suggest price stability during the near term 
rather than any revision upward. Consumption of 
industrial oils will be well-maintained reflecting 
the high rate of business activity. Heating oil 
prices, however, will be under some seasonal pres- 
sure a month of two hence when consumption 
automatically registers a nose-dive. 


Groceries 


The Index shows a sizable increase as compared 
with a month ago. The upswing is directly at- 
tributable to higher prices for cocoa, coffee, corn 
oil, lard and rice. It is well to keep in mind that 
on a comparative basis the price level of farm 
products is the lowest of all groups. For example, 
in mid-February the McGill Industrial Index stood 
at 80.5 (1926 equaling 100) where as the Agri- 
cultural Index on the same date was only 61.5. 
The truth of the matter is that if it were not for 
Government support and loans, many basic com- 
modity prices would be substantially lower. The 
great abundance of foods and feeds in this coun- 
try, the prospect of a burdensome carryover next 
summer, and a new producing season rapidly ap- 
proaching represent forces that will prevent the 


McGILL MONTHLY PRICE INDEX FOR HOSPITALS 


1926 = 100 


Feb. Feb. Feb. Feb. Feb. Feb. Feb. Feb. Jan. Feb. 
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Price Index of staple agricultural products from 
registering any immediate advance. 


Dairy Products 


The Index shows little change as compared with 
a month ago, but the current level is substantially 
below the quotations in effect during the close of 
1940. The price decline in butter has been so pro- 
nounced that the Surplus Marketing Administra- 
tion has deemed it advisable to re-enter the mar- 
ket in order to prevent further weakness. As cold 
storage holdings are below average and demand 
will hold on a high plane, moderate commitments 
for consuming needs over the next few weeks are 
basically sound. Overexpansion, however, in buy- 
ing should be avoided because price trends from a 
seasonal standpoint will be subject to weakness 
during the early spring period. Cheese prices are 
holding near a seasonal high point. Cold storage 
holdings now stand substantially above the aver- 
age of recent years. A few months hence both 
production and stocks will be increasing along sea- 
sonal lines which normally has an adverse effect 
upon the price structure. The butter price now 
stands substantially below the level prevailing a 
year ago. This is due to heavy market receipts 


rather than to an unbalanced status in the supply 
of cold storage eggs or frozen eggs. Here again, 
there cannot be any escape from a weak price 
trend when the advent of spring brings the in- 
evitable broad expansion in output. 


Miscellaneous 


The potato market has shown some disposition 
to weaken since last month’s release and an even 
higher market is strongly indicated over the next 
two months. Citrus fruits are holding at fairly 
attractive buying levels. The underlying price 
trend of canned vegetables has increased in a def- 
inite manner, reflecting higher quotations for 
canned tomatoes and canned corn. The Index for 
Canned Fruits has held stable, but any change 
tends to favor the up side. 


In summary, no fireworks in the price level of 
basic commodities is likely this year. However, 
keeping in mind strengthening supply-to-demand 
ratios in basic industrial raw materials, inescapa- 
ble delays in delivery, production bottlenecks in 
key industries and a spreading of the priority sys- 
tem, certainly a solid foundation exists which 
strongly supports a higher rather than lower com- 
modity price level. 
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Muncie, Indiana, New Headquarters of Registry of Medical 
Technologists of the Society of Clinical Pathologists 


It has recently been announced that the Regis- 
try of Medical Technologists of the American So- 
ciety of Clinical Pathologists has been moved from 
Denver, Colorado, to Muncie, Indiana. Since its 
organization in 1928 the Registry has been located 
in Denver, where it has carried on its work under 
the administration of its distinguished chairman, 
Dr. Philip Hillkowitz, and Mrs. Anna R. Scott, the 
registrar. The decision to move the Registry fol- 
lowed the resignation of Doctor Hillkowitz as 
chairman of the Board of Registry. The increasing 
burden of the office together with a recent serious 
illness prompted this retirement. A successor was 
chosen by the members of the Board to fill the 
vacancy. This successor is Dr. Lall G. Mont- 
gomery, the pathologist of the Ball Memorial Hos- 
pital, of Muncie, Indiana. The Registry will be 
located at the Ball Memorial Hospital. 


The change in the address of the Registry is a 
reminder that it is now over twelve years since 
the first handful of registrants received their 
certificates from the Denver office. Since then, 
under the guidance of Doctor Hillkowitz and Mrs. 
Scott and their associates on the Board of Regis- 
try, the number of registered medical technolo- 
gists has increased to the present impressive fig- 
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ure of 6856 registrants. Twice a year this total 
is further increased by the addition of several 
hundred successful candidates for the spring and 
fall examinations held by the Board. 


A further rapidly increasing responsibility of 
the Board of Registry is the investigation and 
approval of schools for the training of medical 
technologists. The standard adopted for the ap- 
proval of these schools has gradually been raised 
during the past twelve years and yet, at the pres- 
ent time, there are more than one hundred fifty 
schools which have met all the requirements and 
are therefore approved for the training of student 
technologists. In this important work the Board 
of Registry has received the invaluable assistance 
of the Council on Medical Education and Hospitals 
of the American Medical Association, who have 
very kindly assumed the expense and responsi- 
bility of making the surveys of the various schools 
who make application for approval. 


The great success of the work of the Registry 
has been due in large part to the enthusiastic 
support which has been given the work by path- 
ologists, hospitals, and. educational institutions 
throughout the country. 
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Judgment in Favor of Charitable Institution 
Reversed by Supreme Court 


Nicholson v. Good Samaritan Hospital, Supreme 
Court of Florida, December 20, 1940 


This was an action brought by Nicholson to re- 
cover damages alleged to have been sustained by 
reason of his being burned. It was alleged that 
the burn was suffered as a result of the negligence 
of a nurse employed by the defendant, which was 
admittedly a charitable institution. A judgment 
was entered in favor of the defendant, upon the 
pleadings, which judgment was reversed by the 
Supreme Court. 


Because of the fact that this case is the first 
one of its kind decided by the Supreme Court of 
Florida, it is thought that it will be beneficial to 
quote extensively from the opinion. 


It appeared that the plaintiff was a paying pa- 
tient and that the defendant, as noted, was a 
charitable institution. providing hospitalization 
without charge for those who were unable to pay, 
but making a customarily reasonable charge for 
its services to those patients who could afford to 
pay. 

It also appeared that the burns suffered by the 
plaintiff were third degree burns, on both legs, 
and that they had been produced by the applica- 
tion of heat to his legs while he was under an 
anesthetic. Interestingly, this case presents the 
same factual situation as is presented in 99 per 
cent of the reported decisions on. hospital burns. 
In other words, in almost every instance it is 
found that the nurse places a hot water bottle or 
other heating apparatus on the patient at a time 
when the patient is suffering from the shock of an 
operation and at a time when his physical resist- 
ance can, not cope with heat of a degree which 
his body could cope with at other times when he 
might not be suffering from shock. 


It was not alleged in the complaint that the hos- 
pital corporation had failed to exercise care in 
employing the nurse so that that was not one of 
the legal issues involved. However, it was alleged 
that the hospital had been negligent in permitting 
an. incompetent nurse to care for the plaintiff. The 
hospital filed a pleading setting up the fact of its 
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Recent Legal Decisions 


Important to Hospitals 


incorporation and operation as a chartiable insti- 
tution. The plaintiff demurred to this plea and, 
his demurrer being overruled, he elected to stand 
by his demurrer, with the result that the court en- 
tered a judgment in favor of the defendant. 


The court stated the question very pointedly 
saying: 


“The question presented by the record is 
whether or not a corporation, operating a 
hospital as a charitable institution, providing 
free hospitalization for those unable to pay 
but charging those who are able to pay is 
liable for the negligible act of a nurse em- 
ployed by it, whereby a paying patient is in- 
jured as a proximate result of such negli- 
gence.” 


The court further stated the problem as fol- 
lows: 


“Thus, we are dealing with this specific 
question of liability; not with the enforce- 
ability of a judgment if one is obtained, or 
the method of such enforcement.” 


The court then proceeded to examine many of 
the authorities, which have been discussed from 
time to time in this Journal, and said: 


“It must be conceded that the numerical 
weight of authority lies with the defendant in 
favor of exempting charitable institutions 
from all liability for the torts of their ser- 
vants.” 


The court then turned its attention to a consid- 
ertion of the various theories of exemption which 
have been advanced, such as the depletion of trust 
funds; that the doctrine of respondeat superior 
should not be applied to chartiable instiutions; 
that it is good public policy to exempt charitable 
institutions from the consequences of their. neg- 
ligent acts; and the so-alled waiver theory. All of 
these theories were rejected’ by the court. It 
seemed that counsel layed stress on the theory 
that it was good public policy to exempt hospitals 
from the consequences of the negligent, wrongful 
acts of their employees. Therefore, the court con- 
sidered this argument at length and said: 
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“While our Constitution exempts charita- 
ble corporations from taxation, nothing ap- 
pears in the Constitution, statutes, or judicial 
decisions of this State with regard to the ex- 
emption of charitable institutions from lia- 
bility for the torts of their servants... .” 


The Court then quoted Sec. 4 of the Constitution 
which provides that the courts of the state shall 
be open so that all persons shall have an adjudi- 
cation of their rights 


“by due course of law, and right and justice 
shall be administered without sale, denial, or 
delay.” 


Of this quotation the court said: 


“Thus it would appear that public policy of 
this state, as enunciated by its Constitution 
is to have justice ‘by due course of law’ above 
or before charity. As stated by the court in 
Sheehan v. North Country Community Hos- 
pital, 273 N.Y. 163, 7 N.W. 2d 28: ‘...toim- 
pose liability is to beget careful management; 
and that no conception of justice demands 
that an exception to the rule of respondeat 
superior be made in favor of the resources of 
a charity and against the person of a bene- 

_ ficiary injured by the tort of a mere servant 
or employee functioning in that character.’ 
There is no doubt that the public has an in- 
terest in the establishment and the mainte- 
nance of charitable institutions whose ben- 
eficent value is generally recognized and 
appreciated but it also has an interest in 
obliging corporations undertaking the per- 
formance of charitable duties, vitally affect- 
ing the lives and health of our citizens to 
perform them carefully, and therefore, the 
public also has an interest in this matter of 
exempting a charitable corporation from lia- 
bility for its negligence. A charitable insti- 
tution should be just before being charitable 
or generous... .” 


The Florida court then passed to a considera- 
tion of some of the more recent cases. After not- 
ing that the trend of authority is definitely against 
the exemption of charitable institutions from lia- 
bility ordinarily imposed upon individuals and 
other corporations for their negligent acts, the 
court quoted language from Bogert, “Trusts and 
Trustees,” Vol. 2, Sec. 401, as follows: 


“While it is doubtless true that charities 
are to be encouraged and that public policy 
justifies their protection, even at some social 
disadvantage, there is also an element of 
social policy in preventing loss of earning 
power and property and in the case of single 


individuals and families. If beneficiaries and 
servants of charities and third persons are 
killed or injured or destroyed and no recom- 
pense is given from any source, the result is 
apt to be that a certain number of persons 
will become public charges and a feeling of 
social injustice will be implanted in the minds 
of victims.” 


The language quoted so approvingly by the 
Florida court is a powerful commentary upon a 
condition found in our charitable institutions 
which, it is suggested, must be remedied. It has 
been demonstrated that adequate insurance may 
be procured which will protect any charitable in- 
stitution from the burden of having to pay from 
its own funds a judgment which might be ren- 
dered, based upon its negligence. However, the 
question is more grave and has more significance 
than the mere purchase of such insurance. The 
question, rather, is one of creating and maintain- 
ing in the public mind a favorable status for the 
hospital as a safe place to be sick, rather than a 
dangerous place in which to be sick. 


The court concluded, saying significantly : 


“We find no sound and satisfying legal 
principle, which, as we view it, seems a just 
basis for the exemption for liability claimed 
by the defendant below in the case at bar. We 
say this with all due respect for the many 
able courts who have taken a contrary view 
on the question involved...” 


At the risk of appearing to preach a sermon, it 
is thought that by now, with the vast improve- 
ment in the technique of control of heat and the 
agencies by which it is applied to patients in the 
hospital, the chance of such an injury as was 
noticed here would be so remote as to be called 
nonexistent. Yet, yearly there are at least five 
reported decisions wherein burns of this kind 
have been the basis of law suits against charitable 
hospitals. The fact that the hospital can plead 
in most states its incorporation as a charity and 
thus escape liability is not to be considered. What 
benefit can any corporation performing a public 
service derive from the publicity of a suit at law, 
involving terrible injuries to a patient, even 
though that corporation prevails and wins its 
case. Nor, as has been pointed out, is the ques- 
tion to be answered solely by the procurement of 
public liability insurance. The answer to this dis- 
tressing problem would appear to be an improve- 
ment in the handling of heating agencies, and in 
the instruction of those to whom their use is 
entrusted. 


In this opinion the State of Florida is made to 
join in increasing number of states wherein the 
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doctrine of exemption has either been removed, 
modified, or altered in. such a way as to present 
a very serious problem to all charitable institu- 
tions, whether they be hospitals, almshouses, or 
whatever may be their purpose of function. The 
opinion will have a damaging effect upon the doc- 
trine of exemption because of the fact that it is 
very well reasoned and is announced only after a 
searching, critical analysis of the many theories 
of exemption. and the many rules which have 
arisen in regard to this particular problem. For 
the purpose of the law of Florida and perhaps the 
laws of other states, it is to be regarded as a 
landmark case. 

a ae 

Clinic Held Liable for Injury to Patient 
from Fall 


Norwood Clinic Incorporated v. Srpamm, Supreme 

Court of Alabama, January 16, 1941 

The plaintiff, an aged man, who had been a 
cripple from early infancy from infantile paralysis 
went to the Norwood Clinic to submit to an ex- 
amination upon his eyes. While entering the 
building he fell, breaking his leg. The clinic was 
held liable, and upon the appeal, the judgment of 


the lower court was affirmed. In speaking of the 
purpose of such an institution, the court said: 


“...it is not primarily instituted to accom- 
‘modate robust, strong, healthy people, nor 
even those of average normal physique, but 
the sick and infirm. It should be designed 
and maintained with that in view, and the 
reasonableness of its safety must be in re- 
spect to such infirm people such as was this 
plaintiff.” 


In other words, the court states that the duty 
of a hospital is to use reasonable care to maintain 
its entrances, floors, stairways, and other walking 
surfaces in such a condition as not to present any 
hazard to people coming upon its premises for the 
purpose of treatment. 


It was in evidence that after the accident in 
question, the defendant cut certain grooves, or 
depressions across the surface of the entry-ways 
which tended to reduce the slippery condition of 
the surface. This evidence was held to be ad- 
missible on the ground that it tended to show that 
the particular place was not reasonably safe be- 
fore the accident. 





—_—>— 


Refresher Course for Hospital Dietitians, 
Teachers College, Columbia University 


Mary de Garmo Bryan, of Teachers College, Co- 
lumbia University, New York City, advises that 
refresher courses for hospital dietitians, under the 
direction of Lenna Cooper, Montefiore Hospital; 
Nelda Ross Larsson, Presbyterian Hospital; and 
Loretta Scanlan, U. S. Marine Hospital, heads of 
the nutrition departments of these respective hos- 
pitais, will be held from July 2 through August 15, 
1941. 

At the Presbyterian Hospital emphasis will be 
placed upon: food service to patients; the food 
clinic; educational program for student nurses, 
student dietitian, and medical students; confer- 
ences and observation on the administration of the 
formula room. 


At Montefiore Hospital, experience will be of- 
fered in: menu planning, food ordering, food prep- 
aration, food cost accounting, and personnel man- 
agement; diet therapy as applied to a variety of 
chronic conditions. ; 


The United States Marine Hospital offers oppor- 
tunity for the study of administration of food 
services in a government hospital including a cafe- 
teria for ambulatory patients; purchasing and 
stores control; food service equipment. 


Students register for this course and for Insti- 
tutional Management s151, which covers classes, 
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conferences, and clinics in each hospital. Institu- 
tion Management s207G carries 4 points of credit; 
Institution Management s151 carries 2 points. 
These credits may be applied toward a master’s 
degree. Fees including registration amount to $82. 
Meals may be purchased at the hospitals, and 
rooms are available at reasonable rates in the 
vicinity. 

Dietitians interested in this course will write to 
Mary de Garmo Bryan, Teachers College, Colum- 
bia University, New York City, for further infor- 


mation. 
——_g——_— 


Staff Dietitians Needed for Federal 
Government Work 


An open competitive examination for the posi- 
tion of staff dietitian has been announced by the 
United States Civil Service Commission. The sal- 
ary is $1800 a year, less a three-and-one-half per 
cent retirement deduction. Appointments will be 
made in the Public Health Service, Veterans’ Ad- 
ministration and War Department. 

Completion of a four-year college course with 
major study in dietetics and of a graduate train- 
ing course as student dietitian are required. 

Information and application: forms may be ob- 
tained from the secretary of the Board of the 
United States Civil Service Examiners at any first 
or second class post office, or from the United 
States Civil Service Commission, Washington, 
D.C. 
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New England Hospital Assembly 


The nineteenth annual meeting of the New 
England Hospital Assembly will be held at the 
Hotel Statler, Boston, March 12-14, 1941. 


Dr. Charles F. Wilinsky, president of the New 
England Hospital Assembly, will preside at an 
opening business session on Wednesday morning. 
The theme of the first session will be “Some of the 
Problems in Smaller Hospitals,” with Dr. Allan 
Craig, medical director of the Eastern Maine Gen- 
eral Hospital, Bangor, Maine, as the presiding 
officer. Speakers at this session will be Graham 
Davis, consultant on hospitals, W. K. Kellogg 
Foundation, Battle Creek, Michigan; Dr. Huston 
K. Spangler, eastern field representative of the 
American College of Surgeons; Mrs. Enna C. 
Black, Grace Hospital, New Haven, Connecticut; 
Pearl R. Fisher, superintendent of Thayer Hospi- 
tal, Waterville, Maine; and Catherine L. Perry, 
superintendent of Martha’s Vineyard Hospital, 
Oak Bluffs, Massachusetts. 


The theme of the Wednesday afternoon session 
will be “An Adequate Program of Public Rela- 
tions,” with Oliver G. Pratt, superintendent of 
Salem Hospital, Salem, Massachusetts, as the pre- 
siding officer. The speakers will be Ada Belle Mc- 
Cleery, superintendent of Evanston Hospital, 
Evanston, Illinois; Sidney G. Davidson, adminis- 
trator of Grace Hospital, New Haven, Connecti- 
cut; Leonard Ware, editorial writer for The Bos- 
ton Herald, Boston, Massachusetts; and Harding 
U. Greene, general manager of Cambridge Elec- 
tric Light Company, Cambridge, Massachusetts. 


On Thursday morning the theme will be ‘“Na- 
tional Defense Preparedness.”’ The speakers will 
be Dr. Joseph B. Howland, administrator of Collis 
P. Huntington Memorial Hospital, Boston; Dr. 
Nathaniel W. Faxon, director of the Massachu- 
setts General Hospital, Boston; James A. Hamil- 
ton, director of New Haven Hospital, New Haven, 
Connecticut; Helen Goodwin, superintendent of 
Rumford Community Hospital, Rumford, Maine; 
and Dr. Nels A. Nelson, director of Division of 
Genitoinfectious Diseases, Department of Public 
Health, Boston. 


At the luncheon meeting on Thursday, Dr. 
Joelle C. Hiebert, vice-president of the Assembly, 
will preside. Frank W. Lovejoy, sales executive 
of the Socony Vacuum Oil Company, New York 
City, will deliver an address on “A Sales Execu- 
tive Looks at Hospitals.” 


“Continuing Education for Hospital Person- 
nel,”’ will be the theme at the Thursday afternoon 
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session with Dr. Joseph B. Howland presiding. 
The speakers will be Dr. Frederick T. Hill, presi- 
dent of the staff of Thayer Hospital, Waterville, 
Maine; Dr. Leroy E. Perkins, secretary of New 
England Post Graduate Assembly, Boston; Dr. 
Reginald Fitz, assistant to the dean of Harvard 
Medical School, Boston; Martha R. Smith, profes- 
sor of nursing education, Director of Division of 
Nursing Education, Boston University School of 
Education, Boston; Dr. Arthur C. Bachmeyer, 
president of the American College of Hospital Ad- 
ministrators, and associate dean, Division of Bio- 
logical Sciences, University of Chicago Clinics, 
Chicago; and Samuel Stewart, president of the 
board of trustees of Central Maine General Hospi- 
tal, Lewiston, Maine. 


The trustees section will be held on Thursday 
evening, with Dr. Joelle C. Hiebert, presiding. 
Dr. Charles F. Wilinsky will deliver his presi- 
dential address, and Francis C. Gray, trustee of 
Massachusetts General Hospital, Boston, will 
speak on “The Trustee.” Raymond P. Sloan, trus- 
tee of Long Island College of Medicine, and editor 
of Modern Hospital, will close the meeting with 
a round table. 


Jessie E. Grant, superintendent of Springfield 
Hospital, Springfield, Vermont, will preside at the 
Friday morning session, the theme of which is 
“Rehabilitation of the Patient.” The speakers will 
be Helen J. Almy, supervisor of Medical Social 
Service, Department of Public Health, Common- 
wealth of Massachusetts, Boston; Mrs. Dorothy 
Atwill Oates, supervisor of medical social work, 
Department of Public Welfare, Division of Aid 
and Relief, Commonwealth of Massachusetts, Bos- 
ton; and Mrs. Lucy A. Pollock of Brookline, Mas- 
sachusetts. 


At the luncheon meeting on Friday the speak- 
ers will be The Honorable Maurice J. Tobin, 
Mayor of the City of Boston; Dr. Basil C. Mac- 
Lean, president-elect of the American Hospital 
Association, and Dr. Arnold F. Emch, assistant 
secretary of the American Hospital Association. 


A round table on. Friday afternoon will close 
the assembly sessions. The coordinator, Dr. N. A. 
Wilhelm, superintendent of Peter Bent Brigham 
Hospital, Boston, will be assisted by Dr. Basil C. 
MacLean; Raymond P. Sloan; Graham L. Davis, 
and Oliver G. Pratt, and the officers and members 
of the board of trustees of the Assembly will sit 
as a Board of Experts. 


The annual banquet and ball will be held on 
Friday evening. 
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What Trustees Expect of the Administrator 


SAMUEL STEWART 


relation of one hospital to another, or in the 

types of administrators and trustees. In the 
main, methods and problems are quite pertinent 
to the individual hospital and locality and, there- 
fore, a discussion such as this one must be taken 
in a spirit of helpfulness rather than as a diagno- 
sis or a prescription. 


Test can be no prescribed uniformity in the 


Hospitals are in business, but, unlike commer- 
cial organizations their desire is not for profit but 
for money to finance the best hospital service for 
their patients. Trustees cannot prescribe treat- 
ment for bodily or mental ailments, but they do 
have the opportunity, power, and means whereby 
they can provide the facilities for patient care 
through the medium of the administrator, who 
acts as their advisor and guide. The administra- 
tor must keep pace with the progress that has 
been made in scientific medicine in these later 
years, and, at the same time, he must realize that 
the progress made in methods of administration 
is definitely his responsibility to comprehend and 
to follow in his hospital. 


What the trustees expect of the administra- 
tor cannot actually be known by the administrator 
unless the trustees define the policies to be ob- 
served by the administrator. In a broad sense 
the administrator is expected to be a good or- 
ganizer, an executive, and a diplomat and he is 
and must be the direct representative of the trus- 
tees. With the collection of minds he has gath- 
ered about him he needs to correlate these minds 
into an effective organization that will function 
to his own advantage and to that of his hospital 
and its patients. He, too, must have the active co- 
operation and support of the trustees. In other 
words it is a two-way procedure, both expecting 
cooperation and both getting it. 


The fundamental difference in executives, in 
any form of business is in their ability to organize 
and to successfully guide their organizations. 
Processes and kinds of administration may differ 
in the manner of procedure but the trustees ex- 
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pect the administrator (no matter what pattern 
may be used) to be the principal figure in organ- 
ization and management and to have the required 
knowledge and ability to successfully direct the 
activities of the hospital. He will always be con- 
fronted with problems that need tact in handling 
and good judgment in determining the correct and 
just solution. When in doubt, it is expected that 
he will carry his problems to the trustees for it is 
better to obtain approval before acting rather 
than acting first and seeking approval later. 


There are three phases of the hospital which 
are very close to the administrator: business, care 
of the patient, and public relations. 


Business Methods 


Business methods in hospitals should not be, in 
general, different from methods used in other 
forms of business. Therefore, within the general 
organization there should be a business division, 
with someone well-versed in accounting and busi- 
ness management, who will, under the direction 
of the administrator, be of such assistance as 
will aid him materially in the business procedure 
and give him more freedom to care for those pro- 
cedures and problems incidental to the care of the 
patient. The business and admitting offices must 
be closely related, for upon this tie depends 
the result of operating income. The trustees ex- 
pect that a budget will be annually prepared and 
submitted to them for consideration and approval. 
When approval has been given there should be no 
question as to the course the administrator is ex- 
pected to pursue. 


Care of Patients 


The care of the patient must be the major con- 
sideration of the administrator and he can best 
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serve his hospital and community by giving a 
large share of his personal attention to this phase 
of hospital procedure. In order to provide and 
maintain the quality of medical service within 
the hospital checks on the records and results of 
that service should be personally and periodically 
made. It is expected that the administrator should 
have enough knowledge of scientific and medical 
procedure to safeguard the care of the patient. 


The trustees should expect the administrator to 
be largely responsible for improved standards of 
medical and nursing care and that he assumes the 
responsibility for sponsoring a program for med- 
ical education, fostering scientific research, and 
improving medical standards and engaging in a 
public health program. In his contacts with pa- 
tients the administrator should always be cheer- 
ful and see not only the big thing but the little 
nothings that will aid in the care of his patients. 
Many times it is the seemingly unnecessary things 
that one does that brings the most comfort to the 
patient. The trustees expect that accurate records 
shall be kept not only on the care of the patient 
but in all procedures. In the planning for the 
need of the sick the trustees and the administrator 
have a great responsibility and duty. 


Public Relations 


It is possible for the administrator to be 2 
potent factor in the relationship of his hospita! 
with the public and he can do much to bring good 
will to his hospital, both within and without, and 
he may be the means of securing financial assist- 
ance through gifts, bequests, and endowments. 
His field is large and his opportunities many. 


I make no distinction in the type of adminis- 
trator, be he physician, layman, or nurse, as the 
selection of the type which best fits in the indi- 
vidual hospital and community, is the problem of 
the trustees, but the same results are expected in 
all cases. 


In closing, the trustees are the governing bodies 
of the voluntary hospitals, therefore, it is their 
duty to formulate policies for their hospitals. It 
is only by an understanding and presentation of 
these policies to the people of their communities 
that trustees can expect the administrator to func- 
tion in keeping with the best interests of all con- 
cerned. Cooperation between trustees and admin- 
istrators is always necessary and essential for the 
best patient care. And this can only be attained by 
mutual understanding of each others duties and 
responsibilities. 





Of Special Interest to Nurses 


The American Red Cross, under the direction of 
Mary Beard, director of the Red Cross Nursing 
Service, has issued a pamphlet entitled “Uncle 
Sam Needs Nurses.” This presents, in readable 
fashion, the emergency needs of the Army and 
Navy Nurse Corps, together with authoritative 
information about the requirements and life of 
Army and Navy nurses. 


The American Red Cross, which has set a mini- 
mum goal of 10,000 new enrollments by June 30, 
1941, had 18,000 members at the beginning of this 
year. Between three and four thousand of nurses 
are expected to be called for duty by June 30. 


The pamphlet, “Uncle Sam Needs Nurses,” 
points out that no nurse may enroll in the First 
Reserve unless she agrees to serve with the Army 
or Navy in time of national emergency. Those 
enrolled must be under forty years of age, single, 
physically fit for all types of service, high school 
and accredited school of nursing graduates, and 
must be members of the American Nurses Asso- 
ciation. 


Although detailed plans have been laid to get in 
touch with every prospective First Reserve nurse, 
some may inadvertently be passed over. Any reg- 
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istered graduate nurse who believes her qualifica- 
tions meet the requirements, and who has not been 
asked to enroll, should get in touch with her local 
or state Committee on Red Cross Nursing Serv- 
ice, or write direct to the American Red Cross 
Nursing Service, Washington, D. C. 





A Hospital Administrator Called to 
to the Colors 


Lt. Col. N. J. Sepp, superintendent of the Shady- 
side Hospital, Pittsburgh, Pennsylvania, has been 
called for defense service and is now executive of- 
ficer of the 58rd Field Artillery Brigade, sta- 
tioned with his Division at Camp Shelby, Missis- 
sippi. The Board of Trustees of Shadyside Hos- 
pital has granted a leave of absence for the period 
of his service. Doctor Thomas Cottom will act as 
superintendet of the hospital during Colonel 
Sepp’s absence. 





Hospital Librarians at Tri-State 
Hospital Assembly 


The Hospital Librarians’ Section of the Tri- 
State Hospital Assembly will hold its session at 
the Stevens Hotel, Chicago, May 8 and 9. 
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Integration of Government and Voluntary 


Hospital Services Through Social Service 


ETHEL COHEN 


HEN government and voluntary hospi- 
Wiz operate in a common field of interest, 

apparently some gap between the two 
must exist that would give rise to the question 
of the need for a bridge. Whether the social serv- 
ice department is “the logical bridge” between the 
two is a question which, from my point of view, 
cannot be answered categorically either in the 
affirmative or in the negative. The problem has 
implications of sufficient importance to merit ex- 
amination of its constituent parts and to come to 
some conclusions about it. For purposes of this 
discussion, government is taken to mean the gov- 
ernmental agencies of both public health and pub- 
lic welfare on the various levels in which they 
operate—state;, county, and local. 


The Newer Developments in Public Health 
Work Emphasizes Care of Individual Patient 


Voluntary hospitals and governmental agencies, 
both complex organizations, when functioning in 
their individual capacities, have many highly spe- 
cialized activities carried on by a host of personnel 
from different fields of work. In public health 
departments, until fairly recently, the major focus 
has been on the sanitary and quarantine aspects 
of public health. Somewhat later there was added 
the responsibility for the control and prevention 
of certain infectious diseases, such as tuberculosis 
and genito-infectious diseases. The concern was 
primarily for the community or the general public 
health. More recently, public health departments 
have extended their services in the field of pre- 
ventive and curative medicine through their in- 
terest in certain chronic diseases, such as cancer, 
rheumatism, and heart disease. Also, within the 
past three or four years many state departments 
of public health with the aid of social security 
funds have undertaken to administer programs 
for the diagnostic and medical care of crippled 
children. These newer developments in public 
health work differ from the older programs not 
in the degree of importance to the public interest, 
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but in the nature of their problems and the ap- 
proach to them. 


The newer programs deal with chronic illnesses 
which are not contagious. They are now concerned 
not with the spread of disease but with the care 
of the sick people. The treatment of each patient 
is individualized. These problems of chronic ill- 
ness become matters of public concern because of 
the large numbers of individuals crippled by those 
illnesses because of the burdensome community 
cost of health services and medical care, and the 
heavy economic loss resulting from large numbers 
of disabled, handicapped, and economically unpro- 
ductive persons. 


Public Welfare Assumes Broader Responsibilities 


Public welfare is another area of government 
which concerns voluntary hospitals. Within the 
last decade, as a result of disturbed economic con- 
ditions and a growing community responsibility 
for the needs of masses of population, some degree 
of financial support has been made available for 
millions of individuals. The Federal Social Secur- 
ity Act and government on all levels have granted 
aid in several different special categories. New 
and unfamiliar problems of administration have 
arisen. Public welfare services have assumed 
broader responsibilities for their clients in a con- 
cern for their general welfare than their original 
and primary function of administering relief. 


Eligibility for aid in certain categories is par- 
tially established on the health status of the client, 
for example, the needy blind and aid to dependent 
children. Evaluation as to degree and type of 
work ability of clients of general public assistance 
are being made more safely and intelligently on 
the basis of health examinations. Sickness results 
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in destitution for many who are unable to pay for 
medical care, which is supplied in hospital, in 
clinic, or in the home. In addition to these com- 
plex problems of medical care, public welfare de- 
partments in certain states also administer crip- 
pled children’s programs. 


Thus, we find both in health departments and 
public welfare departments new or less familiar 
functions assumed by government agencies which 
in the past have dealt with quite different aspects 
of public interest than that involved in the med- 
ical care of individual patients. New functions 
bring new problems and require new techniques. 


The voluntary hospital, on the other hand, has 
had as its primary activity the provision of med- 
ical care to individuals, some of whom are able 
to purchase service. Others unable to purchase it 
have been granted service freely by the hospitals 
through support from voluntary contributions. 
The term “voluntary hospital’? seems to be defin- 
itive, but actually hospitals exist in infinite va- 
riety, having only as basically common character- 
istics, first their objective of care for the sick, 
and second, their support by funds voluntarily 
contributed by the community and not levied 
by taxation. Policies and procedures vary end- 
lessly, not only as to size and geographic location 
in metropolitan, suburban, or rural area, but as 
to additional functions such as teaching, research, 
and other special programs. Within a single com- 
munity, hospitals differ greatly even when sim- 
ilar in size and program. 


Health and welfare department policies and pro- 
cedures vary not only in state, county, and local 
levels, but within the same level in one given 
geographic area. Furthermore, until the broad- 
ened public programs of the past few years, vol- 
untary hospitals and the government had had 
little experience in working together. Given all 
this diversity in purpose and procedures of gov- 
ernment and voluntary hospitals and the newness 
of programs which brings them into a working 
relationship, there would naturally be the need for 
an integration of these services. 


Government-Hospital-Patient Relationship 


Let us outline in general the steps in the devel- 
opment of a government and voluntary hospital 
relationship. When the governmental agency 
negotiates with a given hospital for the care of 
its clients, two preliminary questions have to be 
settled by the hospital. First of all, can the hos- 
pital give or develop the services requested? Sec- 
ond, what will be an equitable charge to the gov- 
ernment for such service? Both of these matters 
lie distinctly in the area of hospital administrative 
policy. Once the decisions on these points have 
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been made and negotiations completed, considera- 
tion must be given to just what concretely con- 
stitutes the activities of mutual interest to the 
two contracting parties. Actually, there are three 
parties involved in these situations: the govern- 
mental agency, the voluntary hospital, and the 
individual patient. In the ordinary course of hos- 
pital work, there are usually just two parties, the 
hospital and the patient. It is precisely this third 
factor in the triangle, which creates the different 
situation. The government has assumed responsi- 
bility for providing the care needed. It must know 
what the hospital has found to be the patient’s 
problem, and what has been done about it, not 
only so that it may pay the charges for the serv- 
ices rendered, but so that it may know how to 
proceed in the further care of the patient. 


Social Service in Hospitals as Aid to Clinicians 


Let us view the situation now from the other 
side, that is, from within the hospital. Before 
the patient had been admitted, he had already had 
some experience of illness and doubtless of other 
need, which brought him to the attention of a 
governmental agency. Very likely there was some 
relationship between the illness and those other 
other needs. A knowledge of these facts are es- 
sential to the understanding of the patient after 
he is accepted into hospital care. In which area 
of hospital organization would those data have 
significant value? It would not be in the admin- 
istrative management area of the hospital. Rather 
it belongs in the clinical side which is concerned 
with diagnosis, with treatment and with plans for 
his care following hospitalization and rehabilita- 
tion. It is closely related to the physician’s in- 
terest and yet is not wholly his, for the knowledge 
of where and how to acquire data about the pa- 
tient and how to bring about continuity of care 
embracing the various aspects of the patient’s need 
is not within the scope of the hospital physician’s 
responsibility. Modern medicine and hospital or- 
ganization were largely responsible, about thirty- 
five years ago, for the development of a new ad- 
junct to medical service, that is, to medical social 
service. 


Social service in hospitals came into being as 
part of the hospital organization because of the 
dissatisfaction of clinicians. They felt a definite 
need not otherwise met by any other hospital per- 
sonnel. Their making of diagnoses seemed useless 
to them and their time wasted, when‘they could 
neither get the necessary treatment carried out, 
nor learn what obstacles prevented the fulfillment 
of their work. Clinicians were seeing patients in 
crowded busy out-patient departments and wards 
as masses of people and at the same time only as 
parts, for the complexities of modern medicine 
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required a multiplicity of different persons to 
carry out various parts of their study and treat- 
ment. The individuality of sick persons was being 
lost, just when individuality is most striking, that 
is, in illness with physical and pathological differ- 
entiation and with the varying personal and en- 
vironmental influences on these illnesses. 


Social service departments in hospitals were 
started and developed as aids to clinicians in the 
understanding and care of the individual patient. 
The individual patient and his needs were the 
focus of interest of both the clinician and the med- 
ical social worker from the beginning of their as- 
sociation. They have continued to be the core 
and central interest of social service departments 
since they began to function as part of a hospital. 
This study and care of individual patients by social 
worker in collaboration with the physician is 
known as medical social case work. Other func- 
tions have been added in many hospitals, for ex- 
ample, social admitting and clinic management. 
These activities concerned especially with the de- 
termining of eligibility, the setting of rates, the 
smooth running of clinics, the uncovering of social 
needs on relation to medical care, and social fol- 
low-up, all stem from the same concern for the 
individual and the consideration of all the factors 
which may interfere with his attaining adequate 
medical care. Good social admitting is the first 
step in the process of helping the patient relate 
himself to the medical institution and is more than 
an administrative procedure alone. The social de- 
termining of eligibility for care and the discovery 
of social problems through 100 per cent review of 
patients are doubtless important, but their essen- 
tial meaning is lost, if there is not functioning 
at the same time as the major interest of the 
social service department a unit of workers trained 
and adequately prepared to serve in association 
with physician and the patients, whose problems 
have been discovered. 


The recognition of these principles in any plan 
of medical care has brought about the inclusion 
of medical social workers in increasing numbers 
into government, in both public health and public 
welfare services, where they have been effective 
in the development of policies with hospital work- 
ers to facilitate the care of the patient. 


All patients of a hospital do not require social 
Services. Many are self-maintaining and have re- 
sources within themselves or their families or 
other associates to meet the exigencies that arise. 
For some patients considerable service is neces- 
sary. Illness frequently is a mixture of physical 
pathology, the patient’s feelings about his life 
situation and his illness, its treatment, and the 
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bearing this care or disability might have on his 
family, his work, or other activities. 


The physical conditions of the home and the 
individuals constituting the home must be known 
before decisions can be made as to its suitability 
for the continued care of a patient after discharge 
from the hospital. At times re-arrangements 
within the home may be made, often with com- 
munity assistance, not only for the return of the 
patient, but for a long continuing program of care 
requiring intelligence, patience, and real concern 
for the patient on the part of relatives. When 
the home cannot be made suitable, other resources, 
chronic hospital, nursing home, convalescent or 
foster homes must be found. Interpretation to 
patient and family will be necessary. Often diffi- 
culties arise in patients’ or families’ ability to ac- 
cept such a plan of care which require understand- 
ing of the emotional factors involved. Considerable 
time and effort may at times be necessary to 
carry through treatment plans which are medi- 
cally necessary. For recovered patients plans for 
economic and vocational rehabilitation may be 
needed to help the patient regain independence 
and self-maintenance. This has been a very gen- 
eral statement of the services a hospital social 
service department is equipped to give patients. 
Social security legislation provides for the needy 
aged, the needy blind, dependent children, ma- 
ternal and child health, crippled children and 
children with rheumatic infection, and patients 
with genito-infectious diseases. The diagnosis and 
treatment of patients with rheumatism and can- 
cer, and research into those diseases have also be- 
come a responsibility of some states. Inasmuch 
as government has undertaken to provide for these 
special categories of individuals, selecting first 
those most in need of care, the patients thus sent 
by governmental agencies to hospitals will prob- 
ably be in especial need of medical social service. 


Needs of the Public Agency 


Up to this point, consideration has been given 
to the individual patient’s needs and the kind of 
service the hospital social service department may 
render him directly. 


Let us view the needs of the public agency in 
relation to the patient’s problems. For example, 
if the patient is a crippled child needing hospital 
care, social data about him and his environment 
should be sent by the public agency to the hospital 
so that treatment and care of the child can be in- 
dividualized to meet that particular child’s need. 
On the other hand, when he is ready for discharge, 
the hospital social worker can interpret the medi- 
cal findings, treatment, and after-care needs in 
the light of the information she had already re- 
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ceived from the public agency. When there is 
some social signficance in the medical findings 
which will affect the patient or his family, such in- 
terpretation or explanation to the public agency 
should be the responsibility of the hospital social 
worker. This is different from a routine report 
of diagnosis and recommendations, which when 
required for government record purposes, can be 
provided through medical administrative chan- 
nels. 


The local public welfare agency represents an- 
other governmental agency which needs the hos- 
pital social worker’s cooperation. Strictly medical 
reports which give diagnosis, duration of hospital- 
ization, etc., could be secured from administrative 
channels. Some clients of public assistance be- 
come patients of voluntary hospitals for health ex- 
aminations only in certification for work, but many 
others are under care for health conditions which 
will have an important bearing on the ability of 
the patient to undertake a specific kind of work 
or at times any work at all. This is most important 
considering the fact that work in connection with 
public assistance or WPA is frequently heavy la- 
borious work. In a study of relief clients made in 
Boston last year there were recommendations for 
restriction on the clients’ work ability in a very 
large proportion of cases. Certain patients were 
advised to do only a particular kind of work; 
others were incapacitated for a certain length of 
time before they could do any kind of work; others 
were unable to do any work at all. Also, the study 
revealed a considerable number of clients with 
heart disease, tuberculosis, rheumatic fever and 
cancer. This had special significance in relation 
to families who would be eligible to Aid to De- 
pendent Children, if the patient were incapacitated 
for six months or more. 


Medical Social Worker in the Hospital Aids Non- 
Medical Social Worker in Public Agencies 


The reports from the hospital worker should 
give the non-medical worker in the relief agency 
as clear a picture as possible of the patient’s medi- 
cal situation, for it should include with the name 
of the illness, the degree of illness, the probable 
duration, the degree of incapacitation and effect on 
the patient’s activities, her evaluation of the pa- 
tient’s attitude, his movement toward understand- 
ing of his problem, his adjustment while in the 
hospital, and the kind of care required following 
hospitalization. 


By the hospital social workers’ contact with the 
client in the hospital and her opportunity to con- 
sult the doctors, she may provide the non-medical 
relief worker with an understanding of the client 
and his needs, which may help him toward re- 
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covering his health and may minimize needless: 
hardships. 


Through their training medical social workers 
have a knowledge of social legislation on the va- 
rious governmental levels; also, a knowledge of 
the objectives, the philosophy, the changing func- 
tions and the professional standards of both pri- 
vate and public agencies. They should be able to 
appreciate and anticipate the information bearing 
on the health of the patient which the public 
agency should have. Also, by their knowledge of 
and experience with community organization, they 
should know which resource may or may not serve 
the patients adequately. 


In June, 1938, the Committee on Medical Care 
of the American Public Welfare Association out- 
lined the following essential factors for the ad- 
ministration of tax-supported medical care: 


“efficiency and economy; continuity of care 
of the patient ; continuity of treatment by dif- 
ferent types of service, for example, home 
and hospital care; continuity of preventive 
and curative service; integration of medical 
and social treatment; completeness of service, 
and probably most important of all, good 
quality of service.” 


The achievement of these aims will be more 
likely if the social service department of the hos- 
pital can be available to carry out, in relation to 
the governmental agencies and its clients those 
special functions which constitute professional 
medical social work. The department cannot per- 
form these functions, if workers are required to 
assume routine administrative responsibilities, 
which unfortunately are delegated to social work- 
ers in some hospitals. 


Conclusion 


In this discussion of the question whether the 
social service department is the logical bridge be- 
tween voluntary hospital and government, an at- 
tempt has been made to indicate the intrinsic ad- 
ministrative difficulties in the recently developed 
partnership of voluntary hospitals and govern- 
ment. Both government and voluntary hospital 
have far longer experience in service separately 
than they have together, and the traditional ex- 
perience of each has been less broad in range than 
their more recently acquired joint responsibilities. 


The patients now under discussion come origi- 
nally as charges of the government, but once ad- 
mitted to the care of the hospital, are as truly 
charges of the hospital as any individual who 
comes independently. The differences lie mainly 
in the source of payment for the hospital service 
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and in the continuing responsibility by the govern- 
mental agency for after care. Policies concern- 
ing the admissions of patients from governmental 
agencies, the services to be given them, the rates 
_ of payment for them by the government and many 
other administrative policies, although made by 
the hospital administrator may be influenced 
profitably through medical social consultation 
even though the social service department is not 
responsible for the execution of these policies. The 
special contribution by the social service depart- 


ment lies in the area of the coordination with the 
governmental agency of the medical and social as- 
pects of the individual patient’s problems and his 
care, based on a knowledge of the social circum- 
stances, an understanding of the individual pa- 
tient, and the collaboration with the physician in 
behalf of the patient. If the social service de- 
partment conveys this integrated result with un- 
derstanding to the governmental agency, then 
perhaps it will serve as a bridge to facilitate ac- 
tivities in both directions. 


ee 


One Patient's Pleasure—Another Patient's Plaint 


This is a story of two men who 
Help to prove it is often true 
That deserving folks will appreciate 
The things they receive; but, sure as fate, 
The ones who never deserve a thing 
Will ask or command the world to bring 
To them its best; and feel it their due; 
And never say thanks their whole lives through. 


We will call the first one Jonathan Brown. 
He worked for his living in field and town; 
And worked long hours for board and bread, 
Struggling to rise—to get ahead; 
Giving full value for what he got 
And always satisfied with his lot: 
Donating his mite for the common weal. 
At last, his unremitting zeal 
Brought power, position, honor, wealth; 
But his struggles, I’m sorry, affected his health 
And his riches vanished when times grew bad 
Til at last he lost all things that he had, 
And he came ‘to the hospital wan and thin. 
’*Twas a public ward that they put him in. 
When, finally cured, he went away 
Renewed in strength and hopes, that day 
He wrote to say it was only fair 
To thank the hospital for its care. 
He said he never thought it could be 
That such good care could be rendered free. 
He told them he figured he owed a great debt 
That, somehow or other, would have to be met. 


Then Jonathan prospered; remembered his vow 
And the hospital has no worries now. 


The other fellow we'll call Jimmy Gray 

Who in his whole life never worked a full day. 
He lived on his folks ’til they threw him out. 

Of his laziness there was never a doubt; 
But he married a girl and lived on the dole, 

To add to which he cheated and stole. 
And spent the most of his days and nights 
Talking loudly about his rights 
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As a citizen; and the government’s lack 
Of helpfulness to the common pack; 
And what should be done to better his lot, 
And how the whole world was going to pot. 
The free clinic lines were too long for him. 
The free clothes he got were not right for Jim. 
But he needed an operation one day, 
So an ambulance came and took him away 
To a hospital ward; and they told his wife 
Of all that was done to save his life; 
How the surgeon stayed the whole night through 
And special nursing was given too. 
But they made him well, as you might guess, 
And sent him away to convalesce. 
When he came back home, all well and strong, 
He started to tell his pals what was wrong 
With hospitals and the way they ran. 
They weren’t fit places for any man. 
The doctors were dumb and the nurses not fair; 
All things were wrong with the bedside care; 
And the food was bad; and visitors’ rules 
Were drawn, he thought, by a lot of fools. 


His care cost six hundred dollars, or more, 
But that didn’t matter; Jim still was sore. 
He felt the hospital should pay him too 
For all of the things that he went through. 


Well, that is the story; but do not despair. 
Keep doing your darndest. You’ll soon learn 
that where 
An occasional kicker can make quite a roar, 
For each one of them there are folks by the 
score 
Whose grateful expressions make our work so 
grand. 
Throughout all the length and the breadth of 
our land 
There are few undeserving; and so many saints 
Whose thanks far outnumber the others’ com- 
plaints. 
John H. Hayes 
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The Formulary System 


DONALD A. CLARKE 


the Department of Pharmacy of the New 

York Hospital, I shall seek to chronicle briefly 
the historical aspects of the development of the 
Formulary System at this institution, which has 
the honor of being first to publish a hospital for- 
mulary in the United States. 


B ive be this paper officially emanates from 


During the late years of the seventeenth cen- 
tury through to the early years of the nineteenth 
century, there grew up and flourished a complex- 
ing number of manuscripts in various forms, all of 
European origin, dealing with substances phar- 
maceutical. These various manuscripts became 
standard references and because of their very mul- 
tiplicity and duplication created a confusing pic- 
ture for those who studied and practiced the art 
of the apothecary. Likewise, those who taught 
and practiced medicine and surgery were con- 
fronted with a similarly confusing picture. 


First Official Action Towards Preparing a 
Pharmacopeia 


It was at a meeting of the physicians and sur- 
geons of the New York Hospital held in that in- 
stitution on April 4, 1815, that the first official 
action was taken to correct the prevailing situa- 
tion for the benefit and accommodation of all those 
of the medical profession who studied, taught, or 
practiced at the New York Hospital. Similarly, 
this action was designed to simplify the problem 
of the apothecary, who it is stated, was frequently 
perplexed by the multiplicity of references. 


Previous to this occasion, various individuals 
had attempted to correct the situation for their 
own accommodation by preparing manuscripts 
which embodied their most commonly used pre- 
scriptions and formulas. In fact, a step had been 
taken by several of the practitioners of the hos- 
pital which had proved definitely unsatisfactory. 
This preliminary step was described in the fol- 
lowing fashion: 


‘nothing more was agreed upon, than the 
adoption, by common consent and common 
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usage, of a few formule of prescriptions, 
thrown together upon a single sheet of paper, 
which was not even printed, but retained in 
manuscript, and kept in the apothecary’s 
apartment for his special guidance.” 


This first official action was the appointment of 
Dr. Samuel L. Mitchill and Dr. Valentine Seamen 
to prepare a pharmacopeia for the institution. At 
a meeting held October 7, 1815, the compendium 
prepared by Doctors Mitchill and Seamen was of- 
ficially presented to the original group of physi- 
cians and surgeons. The work was amended as 
felt necessary and was published February 2, 1816, 
five years previous to the first pharmacopeia of 
the United States. 


I believe the fundamental benevolence and al- 
truistic attitude of those responsible for this his- 
toric publication is best portrayed by a paragraph 
extracted from the “Introduction” of this first 
“Pharmacopeia of the New York Hospital.” 


“The subject has been arranged in a man- 
ner well calculated (as it is believed) to facil- 
itate the object of the prescriber, the student, 
and the apothecary. The medical student will 
therefore find this compendium not only a 
very useful companion when he walks the 
‘wards of the hospital, but he will also find an 
advantage in it, when he shall himself become 
a prescriber, in the discharge of his profes- 
sional duties as a physician or surgeon. 
Apothecaries, who reside in parts of the 
United States where no regular pharmaco- 
peia has been established, must have seri- 
ously felt the inconvenience of not having 
any uniform standard.for compounding their 
medicines; to those particularly, a manual of 
prescription and selection of official prepara- 
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tions, generally agreed upon by sucha num- 
ber of respectable members of the profession 
as constitute the medical faculty of the New 
York Hospital, cannot but be intrinsically 
useful.” 


Fundamental Principles and Objectives 


Down through the ensuing century, this original 
publication was revised and modified as was 
deemed necessary. Its original intent of useful- 
ness was more than fulfilled. Although the pub- 
lication had become an institution unto itself, it 
remained in 1932, for the venerable pharmacolo- 
gist, Dr. Robert A. Hatcher, long champion of 
rational therapeutics and then Professor of Phar- 
macology at the Cornell University Medical Col- 
lege, to create around it a set of specifications for 
substances to be included in the text, and a code 
of governing rules for the use of the book, the 
guidance of the prescriber and the apothecary. 
Likewise, it remained for his colleague, Dr. Wen- 
dell J. Stainsby, chairman of the already estab- 
lished Formulary Committee of the New York 
Hospital to bring these governing rules effectively 
into function for this body of experts thus en- 
trusting them solely with the duties of supervising 
the use of, passing on the policies of, and con- 
ducting the revision or modification of the formu- 
lary. It was due to the supreme efforts of these 
two men and their associates that this text was 
turned from a publication, hitherto only a useful 
reference, into the hub of a system which during 
the past decade has been successfully applied in 
hundreds of other hospitals throughout the coun- 
try and is now referred to as the “Formulary 
System.” 


At the apex of an era during which the physi- 
cian and apothecary had been bombarded with 
proprietary and specialty medicines which were 
detailed, peddled, or sold under high sounding 
names, medicines to which were ascribed virtues 
far beyond the wildest dreams of the practitioners 
of that day or this, and the active ingredient or 
ingredients of which were buried under a secrecy 
maintained by the manufacturer through vague 
descriptions, this system came to bring order out 
of chaos. It came to burst the bubble of high 
priced specialty medication which had been sold 
under the brute force of great advertising cam- 
paigns for all hospitals which were then feeling 
the blow of terrific financial reverses. Most im- 
portant of all, it made certain through the employ- 
ment of the most effective medical substances 
available—in a great institution devoted to the 
care of the ill—that rational therapeutics would 
always be employed. 


These, then, became the fundamental principles 
and objectives of the Formulary System and it 
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was upon such a platform that the System began 
its work. 


What the System Provides 


Granted, the Formulary System is a system of 
limitations but the limitations so applied are those 
described by clear thinking men who have spent 
their lives in the study of the action and uses of 
drugs and have come to establish clear cut boun- 
daries for the sound and practical administration 
of drugs to the ailing. He who trespasses beyond 
these boundaries is flirting with the dangers of 
ineffective or unfounded treatment of disease. 


This system provides for the general use of 
drugs which have proven effective in laboratory 
and clinical application. It forbids the use of 
secret composition and proprietary terminologies. 
It eliminates “polypharmacy” and underwrites 
compositions containing two or more active in- 
gredients only when such compounds can be 
proven to possess a desirable therapeutic action 
differing from that of any single substance. The 
System provides a sufficiently wide scope of ther- 
apeutically active agents to equip the practitioner 
with an armamentarium adequate to combat all 
clear cut diagnoses for which effective agents are 
available. Simultaneously, it provides for sound 
research in the nature of controlled clinical evalu- 
ation and study of new drugs or old drugs which 
have never been evaluated in the light of present 
day knowledge—this to formulate the opinion 
upon which is based the admission into or dele- 
tion from the text of the formulary of an investi- 
gated drug. 


All this and more, is done by a committee of 
men whose very appointment to such a committee 
is recognition of their analytical abilities in deal- 
ing with such problems for the accommodation 
of their fellow practitioners, whose time and ef- 
forts are devoted to the application of these valu- 
able observations. 


It has been said of the Formulary System that, 
when applied, its limitations are too stringent. 
These limitations apply only against secret com- 
pounds, proprietary terminology, and drugs with 
unproven therapeutic action. The wholesomeness 
of such limitations cannot be questioned when 
viewed from an unprejudiced attitude. 


The Formulary System is said to discourage 
prescription writing. On the contrary, it demands 
the proper writing of prescriptions and stimulates 
thought as to ingredients. It is said to discour- 
age the initiative of the student in prescription 
composition. Is it not well for the student to learn 
the methods and results of his teachers before he 
embarks on a course of his own? As was the in- 
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tent of the medical faculty of the New York Hos- 
pital in 1815, likewise, today the formulary is in- 
tended as a guide to this end. 


Disadvantages of the System 


The outstanding disadvantages of the Formu- 
lary System are almost entirely dependent upon 
administration. If scope of the formulary itself is 
not ascertained to be sufficiently wide to meet all 
commonly encountered circumstances or if facil- 
ities are not left open for the evaluation of new 
drugs, the system will prove more of a hindrance 
than a help. If revision is allowed to lag and the 
contents of the formulary are not kept abreast 
of developments in the sciences, the effectiveness 
of the System fails. Therein lies one of the great- 
est disadvantages of the Formulary System. It 
is costly to conduct the entire program effectively. 


Fundamentally, to publish a formulary is ex- 
pensive. Regardless of the fact that the resultant 
economies may materially off-set the expenditure, 
this outlay of investment is prohibitive to many 
hospitals whose finances are in a dubious condition. 
To revise a formulary by re-publication, as fre- 
quently as would be dictated by present day devel- 
opments, is practically prohibitive for any hospital 
regardless of the state of its finances. It, there- 
fore, is wise to consider methods of accommodating 
revision of a published formulary without a com- 
plete re-publication. A practical suggestion is found 
in the use of a binder for the book which is durable 
and which employs the “Chicago-type” screw fast- 
ener. Such binding permits insertion of new sheets 
or removal of old ones without affecting the bind- 
ing. At the same time, being somewhat of a loose- 
leaf character, the binding makes the loss of the 
leaves of the book almost impossible unless pur- 
posefully removed. By having each formulary 
numbered and, upon issuance, each number as- 
signed to an individual, department or address, 
revision sheets may readily be placed into circu- 
lation and use. 


Effect of the System on Pharmacy Department 


Much has been said by others about the effec- 
tiveness in ascertaining rational therapeutics in 
a hospital by the use of the Formulary System. 
Likewise, much has been said about the economies 
a hospital may experience by use of the System.” ® 
In looking to the values found in its practical 
application, I would principally deal with the ef- 
fect of such a system upon the operations of a 
department of pharmacy. 


The employment of the Formulary System ra- 
tionalizes the activities of the apothecary and his 
department. There is provided a set and stand- 
ard group of formulas which may be studied and 
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perfected both therapeutically and pharmaceuti- 
cally—something which is difficult to accomplish 
with varying individualized prescriptions which 
are being compounded for upwards of many hun- 
dreds of patients a day. 


The almost exclusive use of bulk manufacture is 
made possible with a resultant economy in en- 
deavor for staff personnel. Simultaneously, the 
purchase of basic ingredients is permitted in sufii- 
ciently large quantities to insure economy for the 
hospital. 


The organization of details of activity for the 
staff of the department is simplified and routiniza- 
tion can be secured without constant upset by un- 
precedented demands from the hospital. 


The advance preparation of dispensable sup- 
plies is an advantage not to be denied. Dispensa- 
ble supplies may be prepared for both out-patients 
and in-patients and for the nursing floors of the 
hospital in advance of demand by use of controlled 
planning. This expedites the procedure of dis- 
pensing and requires that a minimum of person- 
nel be thus engaged. The balance of the staff is 
left free for a thoughtful and studied preparation 
of all dispensable supplies which assures, in turn, 
far superior, cleaner, more accurate dispensing to 
patient and nursing floor. 


Inventory 


A minimum and most effective inventory may 
be carried in the department. Such an inventory 
is relatively free from fluctuation from year to 
year and thus permits an organization of all sup- 
plies after the most advantageous fashion to the 
departmental functions. Because of this rela- 
tively stabilized inventory, and the resultant or- 
ganization of stock, the process of physical inven- 
tory taking is so simplified that it becomes but a 
minor problem. A practical suggestion lies in 
the use of standard inventory sheets which may 
be typewritten or printed on properly ruled forms 
and photostatic copies made of this master in- 
ventory at the close of each fiscal period. The 
slight modification of the master inventory which 
is required is a direct function of the activities 
of the Formulary Committee. 


All of this stabilization and organization made 
possible only under the Formulary System leads 
to one great adjunct—the successful employment 
of a perpetual inventory system. The virtues of 
a perpetual inventory are indisputable and will 
not be dealt with here. The perpetual inventory 
made possible is an evaluated inventory, not a 
physical count. A physical count, which is sim- 
plified by the use of the standard inventory sheets, 
previously described, may be taken semi-annually 
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to determine the correctness of the inventory. 
This is accomplished by the employment of stand- 
ard cost accounting which supplies the desired 
features of control and makes only slight periodic 
adjustments necessary.‘ Such a system of ac- 
counting control produces factual evidence from 
which it may be determined whether or not the 
department is being operated to the best interests 
of its hospital. This information permits an ad- 
justment of the prevailing circumstance when 
necessary—a situation which is painfully absent 
in many hospitals today. 


The pros and cons of the System might be pre- 
sented endlessly, but taken at large, the advan- 
tages are far more impressive and mutually bene- 
ficial to hospital, doctor, and patient than any of 
the actual or acclaimed disadvantages which 
might operate to the contrary. 


Chemotherapy 


Because we are, at present, well into a period 
where the dimensions of applicable chemotherapy 
are broadening almost by the day and agents pos- 
sessing relative specificity of action against man’s 
greatest enemies are being developed from season 
to season, there is need for all concerned with 
the treatment of disease to stand prepared and 
informed ready to accept the latest established 
advance chemotherapy has to offer. Because 
these advances are rapid and have an effect of 
out-moding previously employed therapy, it is nec- 
essary that the Formulatory System so lend itself 
to modification that the hospital employing it can 
readily keep up-to-date. 


The Convention of the United States Pharma- 
copoeia anticipated in 1930 the rapidity of de- 
velopment of the use of chemical agents in the 
treatment of disease or the maintenance of health 
and provided for interim revision to be made when 
necessary during the ten-year life of the current 
edition. This principle of interim revision was 
used to good end and was found so satisfactory 
that the 1940 Convention established further elab- 
orate machinery to accommodate more frequent 
interim revision of the new pharmacopeia. This 
is a commendable step and its proponents cannot 
be praised too highly. I would draw a parallel to 
this pharmacopeial program for the hospital 
formulary which is based on the Formulary Sys- 
tem to permit the hospital employing it to keep 
abreast of the times. 


Keeping Formulary System Up-to-Date 


Earlier, I have described a practical binding 
which would permit frequent revision of a formu- 
lary without necessitating a complete republish- 
ing of the book. I would suggest that hospitals 
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employing the Formulary System provide for fre- 
quent revision in subsequent editions of their 
formulary in a similar fashion to that described, 
and that they incorporate into their governing 
rules a rule calling for revisions of whatever ma- 
terial is necessary immediately after the advent 
of each interim revision of the pharmacopeia. 
Periodic inclusion into the text of the formulary of 
whatever newly established or recently approved 
drugs that may have come before the Committee 
would in. this way be ascertained. This would 
simultaneously allow for deletion of whatever 
drugs may have become comparatively ineffective 
due to the development of more active therapeutic 
agents. These points would serve to create a pro- 
gram more harmonious with the approach the 
hospitals of today must assume in the treatment 
of their patients. 


However, I reiterate, one of the greatest short- 
comings of the Formulary System is the original 
expense of publication of the text about which 
the system must operate in the relatively small 
numbers of books that would be used by one in- 
stitution. This investment, though definitely war- 
ranted by experience, has a return of such a na- 
ture that it is difficult to determine whether or 
not it is warranted. In the same category would 
come the cost of interim revisions of the formu- 
lary. And this serves to limit the use of the 
Formulary System to the institutions which have 
learned its values and find it a necessity, or to 
institutions where finances are in such a condition 
as to permit an expenditure of the nature required. 


Many of the larger hospitals which have em- 
ployed the Formulary System have attempted to 
off-set this high unit cost per formulary by pub- 
lishing more of each edition than normal use 


might require. This has been done with the 
thought that other hospitals might wish to em- 
ploy the same standard formulary and would 
thereby benefit by obtaining the books at the 
lower unit cost of publication. 


Remedial Suggestions 


In view of these facts, I would, therefore pre- 
sent the following remedial suggestion: 


Having experienced its successful operation in 
both small and large institutions, I am granting 
the inherent values of the Formulary System 
and am assuming that on the basis of these values 
it is of a desirable nature for all general hospitals 
and most hospitals dealing with specific patholo- 
gies. And on this stand, I, therefore, suggest 
that a national hospital formulary committee be 
created from already existent local formulary 
committees, fully representative of all branches of 
medicine, surgery, nursing and pharmacy directly 
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concerned; that a code of governing rules be pre- 
pared with at least the scope of and embodying 
the same principles as those now in use in many 
hospitals, under which this committee would pre- 
pare a formulary specifically for hospital use 
which text would be so created as to find applica- 
tion in every hospital underwriting the Formu- 
lary System in the United States. I further sug- 
gest that such a program, designed to aid in the 
problem of control of rational therapeutics in 
every hospital that might see fit to adopt the 
program, be promoted and conducted by this Asso- 
ciation, which has as its basic platform mutual 
benefit to all members. 


I make this suggestion with the one thought 
in mind, that were such a program conducted on 
a large scale basis as would be made possible, and 
the formularies published were turned over to 
subscribing hospitals at the cost of production, 
this cost would be of such a nature as to permit 
the extension of the Formulary System, with all 
its advantages, to the many institutions who at 
present are not in a position to adopt the System 
because of the high cost for the publication of the 
relatively few formularies they would need. 


To broaden this suggestion, I would recommend 
that the national hospital formulary committee 
might meet annually in conjunction with the 
American Hospital Association Convention to dis- 
cuss matters of policy and that its business of 
revision, deletion, and general discussion of drugs 
might be conducted by mail, as is done with the 
United States Pharmacopeia, the National 
Formulary, New and Non-Official Remedies, etc. 


I would further recommend that the formulary 
published be not a formulary after the general 
sense of the word but a formulary as described 
by the Formulary System and be so constructed 
as to permit inexpensive and frequent revision 


when deemed necessary. That before publication, 
the general scope of the manuscript prepared by 
the committee receive approval by a majority of 
subscribing hospitals. That this book be pub- 
lished and made available to any hospital wishing 
to provide itself with the advantages of the 
Formulary System and indicating a willingness to 
subscribe to and determination to uphold the basic 
principles of the System. Furthermore, that local 
formulary committees continue to operate, or be 
created to operate, as supervisors of the functions 
of the Formulary System in their particular hos- 
pitals and as the approving committee for the 
original manuscripts. Likewise, that local commit- 
tees operate to determine any limitation of scope 
of the national hospital formulary they might 
decide wise to exert for their hospital. That a serv- 
ice be supplied all subscribing hospitals which 
would enable each individual hospital to have 
printed, in the same style as the rest of the formu- 
lary, any number of additional pages they might 
desire containing any locally desirable drug or 
formula which is not employed to a sufficiently 
wide degree to warrant use in the national text, 
provided the national committee found those 
drugs or formulas were in the spirit of the Formu- 
lary System. And, finally, that these additional 
sheets be supplied the requesting hospital at the 


nominal cost of publication, for inclusion only into . 


the copies of the original text in use in that insti- 
tution, and that it be an additional function of the 
local formulary committees to determine what, 
if any, would these individualized items be. 


1 Hatcher and Stainsby, J.A.M.A., Vol. 101, pp. 1802 
and 1803, 12. 2.33 

2 Stainsby, W. J., J.A. Ph.A., Vol. 27, No. 51, p. 428, 
May, 1938 

3 Stainsby, W. J., “HOSPITALS,” J.A.H.A., Vol. 14. 
No. 7, p. 124, July, 1940 

4 Clark, D. A., J.A. Ph.A., Vol. 28, No. 10, p. 684,—688, 
October, 1939 
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Annual Lecture in Memory of 
Herman M. Biggs 


The annual lecture in memory of Hermann M. 
Biggs will be delivered on Thursday, April 3, in 
Hosack Auditorium of The New York Academy 
of Medicine, 2 East 103rd Street, New York City. 
The subject of the lecture will be “The Relation 
of Climate and Geography to Health,” and the 
speaker will be Dr. Clarence A. Mills, Professor 
of Experimental Medicine, University of Cincin- 
nati College of Medicine. 


This lecture is given under the auspices of the 
Committee on Public Health Relations of The 
New York Academy of Medicine, and should be 
of interest to social service workers, nurses, and 
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public health workers, as well as to the medical 


profession. 
—__~._——_ 


Mid-West Institute for Hospital 
Administrators 


The American College of Hospital Administra- 
tors, the Mid-West Hospital Association, and the 
Colorado Hospital Association, in cooperation with 
the University of Colorado, will conduct the Mid- 
West Institute for Hospital Administrators at the 
University of Colorado School of Medicine and 
Hospitals, July 7-18, 1941. 


The enrollment is limited to one hundred, and 
the tuition fee is $25. Frank J. Walter, superin- 
tendent, St. Luke’s Hospital, Denver, is secretary. 
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Hospital Service Plan News 


Prepared by the Commission on Hospital Service and the 
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tion requirements of enrolled subscribers from 

past experience presupposes the continuation 
of the factors which controlled the original expe- 
rience—the continuation of proportionately like 
numbers of subscribers in the various classifica- 
tions. Even though the enrollment of new sub- 
scribers is conducted properly, the cancellation of 
the subscriber from the plan may alter to some 
extent the composition of the active membership 
and therefore change the requirement for hospital 
care. 


Tis ability to predict the future of hospitaliza- 


A number of plans have studied the ratio of 
cancellations to active participants in an attempt 
to control the amount of hospitalization. One of 
the basic problems is to determine the reasons for 
cancellations. Two plans, the Rochester Hospital 
Service Corporation, Rochester, New York, and 
the Connecticut Plan for Hospital Care, New 
Haven, Connecticut, have recently completed stud- 
ies of this nature. 


During the month of October, 1940, 628 con- 
tracts of subscribers in the Rochester Hospital 
Service Corporation were cancelled. The specific 
reasons for these cancellations were reported on 
504 contracts, as follows: more than one-third of 
the group had moved from the city and approxi- 
mately one-third had become unemployed. 


The Connecticut Plan for Hospital Care exam- 
ined the reasons for cancellation reported to their 
plan by persons whose contracts lapsed during the 
years 1937, 1938, and 1939. During these years, 
more than 60 per cent of the cancellations were 
the result of loss of employment; 3 per cent were 
because of the death of the subscriber; and 36 
per cent were for reasons unreported to the plan. 


Committee Activities 


The Committee on Accounting and Office Prac- 
tice of the Conference of Hospital Service Plans, 
Sherman D. Meech, chairman, met in Buffalo on 
February 3, 1941, to revise their report which was 
submitted to the Conference at their Mid-Winter 
Meeting in New Orleans. It was determined by 
the Committee that before uniform office practice 
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could be recommended, uniform principles affect- 
ing office organization must be adopted. With this 
in mind, the Committee attempted to establish 
certain administrative regulations which will im- 
prove office organization. It is the opinion of the 
Committee that the general recommendations of 
their report can be applied to a majority of plans, 
regardless of size, as a basic outline from which 
detailed regulations and office organization can be 
developed. 


* * 


The Committee on Statistics of the Conference 
of Hospital Service Plans, J. D. Colman, chairman, 
met in Boston on January 30, 1941, to revise the 
tentative draft of reporting forms according to 
suggestions and corrections received in reply to 
a request from the Committee. The new forms 
were submitted to the Plan representatives attend- 
ing the Mid-Winter Conference of Hospital Service 
Plans in New Orleans, February 27, 28, and 
March 1. 


State-Wide Enrollment 


In her report on State-Wide Enrollment, Mrs. 
Virginia Liebeler, Director of such enrollment for 


- the Minnesota Hospital Service Associations, says: 


“In undertaking state-wide development, the 
Minnesota Hospital Service Association was actu- 
ated by the same motive which prompted its 
origin in 1933; namely, to provide the necessary 
hospital care to the people at the lowest possible 
cost ... Our representatives have been ambassa- 
dors of public relations between the public, the 
press, hospitals and doctors throughout the state 
in creating a more sympathetic understanding of 
the problems of each... 


“In each new community . . . real pioneering 
work must be done to educate the community re- 
garding the aims and scope of the Association, 
and each new town, being a separate entity with 
its own individuality, has presented special polit- 
ical, professional, sectarian or economic prob- 
lems... 


“The ideal method of state-wide development 
would be to enroll all of the hospitals of a given 
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district at the same time and to let trained repre- 
sentatives cover this area in two or three months. 
. Unfortunately, although attempted, this has not 
been possible because all of the hospitals in a dis- 
trict do not become ‘hospital-service-minded’ at 
the same time. 


“An effective procedure is to hold a meeting 
with the hospital board and administrator to in- 
form them about the plan in detail. Following 
acceptance by the hospital, there are meetings 
with civic or service organizations such as the 
Rotary, Kiwanis, Chamber of Commerce, etc. 


This is followed by newspaper publicity, radio . 


programs, window displays, distribution of ex- 
planatory literature through doctors, hospitals, 
and druggists in their monthly statements; and 
later, group meetings for employees, showing... 
charts with the benefits and costs to subscrib- 
ee 


“Our most successful enrollment has been in 
‘melting pot’ areas—with a mixture of nationali- 
ties and businesses. In communities dominated by 
a single nationality, the confidence, respect and 
enthusiasm of the local leader must be won before 
enrollment can proceed satisfactorily ... 


“After enrolling all of the business firms possi- 
ble in each community, we have enrolled farmers 
through creameries, cooperatives, banks, Farm 
Bureaus, or similar organizations willing to co- 
operate in enrollment and on collections. The 
State Farm Bureau has been most active in spread- 
ing the gospel of hospital service throughout the 
state, particularly among its farmer members. 
The county agent’s office acts as the clearing house 
for Minnesota Hospital Service Association activ- 
ities. We have watched our selection in these 
groups very closely and have asked for 50 per cent 
enrollment instead of the usual 40 per cent. Mis- 
souri . . . requires a 20 per cent quota in Farm 
Bureau enrollment and at the end of nearly three 
years of experience reports utilization in these 
groups satisfactory. 


‘I'he Minnesota State Pharmaceutical Associa- 
tion is working on a similar program for its mem- 
bers throughout the state... 


“In most firms we obtain payroll deduction. 
Where this is not possible we establish responsible 
persons as group leaders who make collections 
for us and remit to us promptly .. . Collections in 
state-wide work have been unusually good... 


“A higher percentage of family groups enroll 
in the rural areas, with slightly greater number 
of persons per family unit ... Utilization in farm 
groups, anticipated high, has been very much less 
than average ... 48.4 per cent in all state-wide 
areas ...In an effort to preclude excessive utiliza- 
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tion, we have endeavored to impress subscribers, 
hospitals and doctors throughout the state wit) 
the necessity of using hospital care only when... 
and for as long as necessary... 


“In 21 representative towns, 59 per cent of the 
510 groups are ‘less-than-10’ in size. They repre- 
sent 21 per cent of the total enrollment (10,975 
participants) in these towns.” 


New Participating Hospitals 
Minnesota Hospital Service Association: Ebe- 
nezer Lutheran Hospital, Madison; Ortonville 
Community Hospital, Ortonville. 


Hospital Service Inc., of Iowa: Belmond Hospi- 
tal, Belmond; the Decatur County Hospital, Leon; 
the Iowa Hospital and Sanitarium, Nevada; the 
Mercy Hospital, Iowa City. 


Central Hospital Service Association, Columbus: 
Jane M. Case: Hospital, Delaware, Ohio. 


Hospital Service Association of Toledo: Defiance 
Hospital, Defiance, Ohio. 


Personnel 


Ray Parker has recently been added to the staff 
of the Hospital Service, Inc., of Iowa, Des Moines, 
F. P. G. Lattner, executive director. 

* * * 

Robert Marsh, executive director of Hunting- 
ton Hospital Service, Inc., was awarded the an- 
nual Distinguished Service Gold Key Award of 
the Junior Chamber of Commerce of Huntington, 
West Virginia. Mr. Marsh was chosen because of 
his “untiring and unselfish work for the better- 
ment of the community, including the management 
of the only approved non-profit hospitalization 
plan in West Virginia.” 

New Publication 

The “Directory of Nonprofit Hospital Service 
Plans,” issued by the Administrative Board of the 
Conference of Hospital Service Plans of the Amer- 
ican Hospital Association, has just appeared in 
print. : 


This 157-page brochure gives detailed informa- 
tion regarding the subscription rates, hospital 
service benefits, member hospitals and territories 
served by the approved nonprofit hospital service 
plans, and summarizes the essential facts concern- 
ing each plan. It is intended for the use of the 
executives of the plans, the administrators of hos- 
pitals, and the representatives of national firms 
whose employees participate in plans in different 
parts of the nation. 


Annual Meetings and Reports 


Akron Hospital Service, which has moved to 
larger quarters in the Second National Building, 
has paid approximately $650,000 for 11,687 hos- 
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pitalized subscribers during the four years of the 
Plan’s operation. 
* * * 

One thousand four hundred fifteen subscribers 
to Association Hospital Service, Inc., Milwaukee, 
Wisconsin, received hospital service benefits 
amounting to $49,750 during 1940, the first year 
of the Plan’s activity. 

%* % * 

Central Hospital Service of Columbus, Ohio, in 
its annual report, showed a payment of $50,543.52 
for 1147 participants during the two years of the 


Plan’s operation. 
* & 2 


Rochester Hospital Service Corporation has paid 
over $2,000,000 for hospital service for 40,852 
participants, during the five and one-half years 
of the Plan’s activity. 

* 


* * 


Since its organization in 1933, the Minnesota 
Hospital Service Association has paid a total of 
$1,303,515.64 for the hospital care of 111,654 of 
its participants. 

* * * 

Hospital Service Corporation of Western New 
York, Buffalo, Carl M. Metzger, executive director, 
has, during its four years of operation, hospital- 
ized 16,000 subscribers, or one-tenth of its total 
participants, at a total cost of over $1,000,000 in 
payment of hospital bills. 


* * * 


The fourth annual report of Hospital Service 
Corporation of Alabama, Ed. S. Moore, manager, 
shows that the Plan paid hospitals $357,261.44 
for service to 8953 participants during the year 
1940. 

. * * * 

Hospital Service Association of New Orleans, 
Edward Groner, manager, celebrated its seventh 
birthday on February 24, 1941. During this time 
the Plan has enrolled more than 56,300 partici- 
pants, has established a substantial reserve, and 
87 per cent of the income has been for service to 


subscribers. 
* * * 


Associated Hospital Service of Capital District, 
Albany, held its annual meeting of the Board of 
Directors on January 29, 1941, at which time the 
following officers were elected for the ensuing 
year: Lewis 8S. Greenleaf, Jr., president, James E. 
Glavin, vice-president; Ray Palmer Baker, vice- 
president; Mary G. McPherson, vice-president; 
Harold S. Fisher, vice-president ; Edward S. Poole, 
secretary, and Andrew B. Davison, treasurer. 

* * * 

Group Hospital Service, Inc., Syracuse, New 
York, re-elected Albert M. LeMessurier, president ; 
Benjamin E. Shove, vice-president; Miss Cornelia 
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K. Hiscock, secretary, and C. P. Wright, treasurer, 
at its annual meeting held recently. 
* * * 


At the annual meeting of Hospital Service Asso- 
ciation of Savannah, Georgia, the Rev. Charles 
W. Curry, superintendent of the Warren A. Cand- 
ler Hospital, was elected president; Dr. Lawrence 
Lee, vice-president; Charles Ellis, Jr., secretary, 
and John J. Cornell, treasurer. 

* * ok 

At the annual meeting of the Northern Illinois 
Hospital Service Association, Rockford, the follow- 
ing officers were elected: Carl G. Gruner, presi- 
dent; Arthur Alfredson, vice-president; Frank 
Ditto, second vice-president; C. Henry Bloom, 
financial secretary, and Mrs. D. O. Farrow, record- 
ing secretary. 

* * oe 

At the annual meeting of the Minnesota Hospi- 
tal Service Association, the following officers were 
elected for 1941: James McNee, president; E. M. 
Hauge, vice-president, Dr. Peter D. Ward, secre- 
tary, and A. A. McRae, treasurer. 

* * * 

At the fourth annual meeting of the Akron Hos- 
pital Service, Dr. Walter F. Tunks was elected 
vice-president, and L. J. Ott was appointed to the 
Board of Trustees. All other officers and trustees 


were re-elected. 
%* * * 


Recent Speeches 

Ralph Hammersley, assistant executive director 
of Associated Hospital Service of Capital District, 
Albany, spoke before the regular meeting of the 
Albany City Lodge of the Knights of Pythias on 
February 11, 1941. 

f * * cS 

F. P. G. Lattner, executive director, Hospital 
Service, Inc., of Iowa, addressed the state conven- 
tion of the Iowa Farm Bureau Federation on Tues- 
day, January 21, 1941; also the lowa-Nebraska 
Catholic Hospital Association meeting at Cedar 
Rapids on February 25, 1941. 

* * * 

Abraham Oseroff, vice-president of Hospital 
Service Association of Pittsburgh, took part in a 
forum radio program over station WWSW on 
January 31, commemorating the third birthday of 
the Plan. Others participating were H. Clifford 
Carlson, M.D., T. C. Wetherby, and C. V. Shoup. 

* oe * 

Carl I. Flath, assistant director of Michigan 
Hospital Service, addressed the Rotary, Lyons and 
Exchange Clubs throughout various sections of 
the state during the week of January 20, 1941, 
and was guest speaker at the graduation exercises 
of the Evangelical Deaconess Hospital of Detroit 
in February. 





New Regulations and Benefits 


The Rochester Hospital Service Corporation, 
Sherman D. Meech, managing director, has placed 
in effect the following new enroilment regulations: 
All changes will be made on the quarterly pay- 
ment date for the group in which the subscriber 
is employed; this applies to enrollment dates and 
the addition of eligible dependents. 

* * eo 

Manitoba Hospital Service Association, during 
its two years of progress, has paid $125,509.50 
to hospitals in settlement of the bills of 4656 par- 
ticipants. Beginning January 1, 1941, the Board 
of Trustees increased the benefits for all partici- 
pants, as follows: 


First aid services for accident cases in emer- 
gency departments of member hospitals, including 
diagnostic measures, on the initial visits of pa- 
tients as the result of an accident, who do not need 
bed care; hospital services for minor surgical pro- 
cedures not requiring bed care; saline and glucose 
solutions up to the value of $8.00; laboratory ex- 
aminations, including basal metabolism, up to the 
value of $20.00; x-ray emergency and fracture 
service up to the value of $25.00; physical therapy 
up to the value of $20.00; 25 per cent discount 
on additional special services. 

* * * 

Effective January 20, 1941, dependents of a 
deceased subscriber to Group Hospital Service, 
Inc., of St. Louis, may continue membership as 
follows: Pay balance of contract year’s dues at 
the same rate as when subscriber was alive; file 
application, accompanied by one dollar enrollment 
fee, for service to continue at the expiration of 
the deceased’s contract. This application will be 
held by the enrollment department until the effec- 
tive date, at which time a new certificate and iden- 
tification card will be issued. Payments are made 
on an annual or semi-annual basis. 


News From Approved Plans 


A twelve minute sound motion picture entitled 
“Worries Away” has been produced by Associated 
Hospital Service of Philadelphia, E. A. van Steen- 
wyk, executive director. The film portrays the 
interrelationships among the medical, hospital, 
and lay fields. The principles and general activ- 
ities of non-profit hospital service plans are illus- 
trated and described, and the equipment can be 
made available to any local non-profit hospital 
service organization. 

* * * 

The Minnesota Hospital Service Association has 
inaugurated a sustaining radio program entitled 
“Another Story of a Community Banding To- 
gether to Meet a Need.” This. program can be 
heard every Wednesday at 1:45 p. m. on Station 
WLB. 
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The following paragraphs are quoted from the 
Winter issue of M. H. S. A. News, published by 
Manitoba Hospital Service Association: 


“Once, the average person thinking of his health 
regarded it as a personal matter. The present 
critical war situation has brought awakening. 
Wars cannot be won in a brief spurt, but by 
steady, continuous, prolonged effort... 


“No one can give a day’s work for a day’s pay 
unless he is physically fit and free from mental 
strain. His disability may require only a small 
repair operation, but if not corrected may lead 
to a breakdown in job performance and eventual 
discharge. Worry over the health of one’s family 
may have the same result. 


“Need for hospitalization is an ever-present 
hazard, but now in Greater Winnipeg no employed 
person need take the gamble... By safeguarding 


your health you safeguard your job, so vital to 


Canada’s war effort.” 
* * * 

Hospital Service Plan of New Jersey reports 
that between January 1 and February 15, 1941, 
they paid hospital claims in excess of $148,000, 
part of which was paid to hospitals in Honolulu, 


. Jamaica, British West Indies, and Ancon, Canal 


Zone. 
New Plans in Operation 

The Hospital Service Association of Montana 
with headquarters in Helena began enrollment of 
membership on February 3, 1941. Their benefits 
include 21 days’ care in a three or more bed ward; 
25 per cent discount after period of full coverage 
for a maximum of 60 days; general nursing serv- 
ice; operating and delivery room service; labora- 
tory and pathological services, including basal 
metabolism tests, blood chemistry, etc., not to ex- 
ceed $15; ordinary drugs and dressings; oxygen, 
inhalation, anesthesia and physical therapy, not 
to exceed a total of $20; x-rays, not to exceed $15, 
if hospitalized for 24 hours or more; dependents 
receive the same benefits as the subscriber paying 
$2 per day when hospitalized. 


The monthly rates for these services are: indi- 
vidual, 75 cents; subscriber and one dependent, 
$1.25; entire family, including all dependent chil- 
dren over 90 days and under 18 years of age, 
$1.50; sponsored dependents (unmarried, unem- 
ployed children between 18 and 24 years of age), 
75 cents per month. 

The Association, Fred Veeder, executive direc- 
tor, with offices in the Power Block, is a nonprofit 
community organization with participating hos- 
pitals, including St. John Hospital, St. Peter’s 
Hospital, and Shodair Hospital, all of Helena. It 
is expected to extend the service to other Montana 
cities as rapidly as possible. 
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Trends in Pediatrics 


JAMES L. WILSON, M.D. 


pening to pediatrics itself as a branch of the 

medical profession. It is now eleven years since 
the Acadamy of Pediatrics was formed. Through 
the examining and certifying functions of the 
Board of Pediatrics, whose requirement must be 
met before acceptance by the Academy, standards 
for training in this field of medicine have been 
established. The enforcement of these standards 
on young doctors is backed by no authority. There 
is nothing to prevent any doctor with any type 
of training from calling himself a pediatrician 
and taking care of all the babies and children he 
can collect for himself. It is, I think, a very heart- 
ening commentary on the ability of the medical 
profession to govern itself that the standards set 
up by the Academy have been so generally ac- 
cepted by young doctors in training. 


|: the first place, we might consider what is hap- 


To be admitted to the Academy a man must 
have been five years out of medical school; and 
in that time, three years must be spent in inten- 
sive training in a hospital or laboratory, and two 
of those years in pediatrics. The two final years 
must be in the practice of pediatrics or in pedi- 
atric hospital training. The man must finally 
pass an oral eximination given by a group of ex- 
aminers constituting the Board of Pediatrics. 
These requirements were expected by many to 
restrict the number of men going into this field 
of medicine. I say field of medicine to avoid the 
term “specialty,” since I consider the practice of 
pediatrics far from being a specialty, but simply 
practice limited to one age group. The years that 
the Academy and the Board of Pediatrics have 
been functioning amply show that they do not act 
as a guild in protecting its members against com- 
petition, but that actually more men than ever are 
taking this training and that each man’s training 
is becoming longer. Now what does this mean to 
hospitals? Obviously that there will be a growing 
demand for resident training services in hospitals 
caring for infants and children. 


Resident Training in Hospitals Caring for Infants 
and Children 


An immediate problem that faces us, therefore, 
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is how to meet this demand, increasing year by 
year, without lowering the standards of training 
and without competing with practicing physicians. 
I think I can already see a tendency for doctors 
trying so hard to get an “extra year’s credit” 
somewhere or anyywhere that they are willing 
to serve six months or a year in what we must 
call second-rate institutions. There are not as yet 
enough good hospital services to satisfy their re- 
quirement and many men, often those most need- 
ing training, are forced to go prematurely into 
practice or to waste a year in a hospital giving 
poor training. This tendency is very much to be 
regretted and, certainly, if it increases, it may 
more than offset the good that can be accom- 
plished by the demands for longer periods in 
training. 


The possibility that prolonged training of a 
large number of young doctors will interfere in 
some way with private practice is real. I certainly 
wish to avoid any extended discussion of the med- 
ical economic problems that nowadays so interest 
and plague us at medical meetings. However, we 
can see three trends toward a possible end. First, 
a great demand for the medical care by the poor, 
if I may be permitted to use that old-fashioned 
term instead of saying “underprivileged.” A de- 
mand by the poor, particularly for their children, 
which is increasing year by year as education and 
public information about health increases. Second, 
we have an increasing demand by young doctors 
for facilities for training themselves, this neces- 
sarily in hospitals and under supervision; a de- 
mand for training which is all for the good of the 
public. Third, we have the increased willingness 
of our people to spend tax money for the health 
of everyone, especially the children, and to expect 
proper medical care to be the right, not just a 
privilege of the poorest. It would seem that all 
these tendencies would logically work together 
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toward the same end; would and probably should 
increase the use of the hospital for medical care 
of the poor since only in the hospital can the 
patient and student physician be brought together. 


Our Government has shown a great tendency to 
spend money, in its own way of course, in the field 
of maternal and child health for actual medical 
services, for reeducation of doctors, and for build- 
ings. Since almost all of the money to be spent in 
the future must finally be spent by or through the 
young doctors now in training, those interested 
in any far-sighted program for our nation’s health 
should concern themselves most with the educa- 
tion and training of the doctor before he becomes 
involved in practice. The habits of clear and 
honest thinking we can drill into him and the 
experience we can offer him in our hospitals now 
are far more important to our nation than the 
physical equipment of our hospital buildings. No 
amount of refresher courses later will compensate 
for poor internship and residency. 


Out-Patient Experience Important 


I cannot more than outline what we must con- 
sider good standards for the training of pediatri- 
cians in hospitals. Certainly the first requirement 
is good pediatricians to teach in those hospitals, 
but there must of course also an abundance of 
patients with acute and severe illnesses on the 
wards and an abundance of minor illnesses to be 
cared for in the out-patient department. 


The out-patient as a teaching institution de- 
serves a good deal of emphasis. I believe no doctor 
can consider himself properly trained without a 
considerable experience in an out-patient depart- 
ment, though certainly not in an out-patient de- 
partment run as a dispensary with every patient 
given two looks and a prescription. Out-patient 
work in hospitals is too often relegated to the 
younger junior visiting physicians or to almost any 
doctor willing to spend a few hours there. Interns 
and residents working there are apt to be left too 
much unguided and unsupported. This is particu- 
larly wrong since in out-patient departments must 
be practiced the most difficult type of medicine. 
Here disease is apt to be intangible; here the 
earliest and most confusing symptoms of an un- 
developed condition are first presented to us; and 
here the child has to be examined under the worst 
environmental circumstances and the doctor is 
most hurried. Our pediatric out-patient depart- 
ments generally lag behind the wards in quality 
of medical service. 


Laboratory Work 


The laboratory work of a hospital, certainly one 
undertaking to offer itself as a teaching institu- 
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tion, is becoming progressively more expensive. 
This is to be regretted only in so far as half-edu- 
cated doctors are demanding unnecessary labora- 
tory work, and are too much impressed by the 
value of quantitative data collected by some tech- 
nician as compared with information obtained by 
their own careful clinical study. However, in so 
far as we can substitute accurate laboratory data 
for a hunch, a blood calcium determination for a 
diagnostic guess of tetany, we are making the 
practice of medicine safer and more effective, 
even if also more expensive. Incidentally, it is 
also more painful. The number of needle pricks 
that each poor child undergoes in good hospitals 
given to thorough work is sometimes pitiful. 
Luckily, along with an inevitably increased de- 
mand for laboratory data, we are developing tech- 
nics for increased efficiency in acquiring these 
data and we are thankful for the children’s sake 
in our ability to use smaller and smaller quantities 
of blood. 


The new photoelectric corimeter, for instance, 
now has a place in every busy clinical laboratory. 
The use of this instrument combined with the 
development of new microtechnics, which the elec- 
tric light-sensitive cell facilitates, is not only giv- 
ing us more accurate data, but data more easily 
acquired and on far smaller quantities of blood. 
Many clinical analyses can be made by blood ob- 
tained by a needle prick instead of a venipuncture. 
For instance, in the Children’s Hospital in Detroit 
a child’s finger or heel is pricked and 2/10 cc. of 
blood from a drop is drawn into a capillary pipette. 
From this tiny sample of blood we determine the 
hemoglobin content accurately to a tenth of a 
gram. In addition, on the same sample we can 
determine the level in the blood of sulfanilamide 
or either of its two sister drugs, the amount of 
the hemoglobin held as methemoglobin and even 
an estimation of the sulhemoglobin if we so please. 


- All this is done with only a small amount of the 


effort that would be expended by old technics. 


We feel that the doctor, at least in his second 
or third year out of medical school, should not be 
exploited as a technician and should be relieved 
of all the drudgery of laboratory work that is pos- 
sible. Red blood counts and white blood counts 
are drudgery, and I think carry with them a fic- 
titious value, possibly because they were the first 
technics developed for the acquisition of quanti- 
tative clinical laboratory data. On the other hand, 
a doctor gains a great deal from doing some of 
his laboratory work. We feel, for example, that 
an urinalysis is too simply done and involves too 
great a personal element in interpretation to 
justify its being pushed wholly on technicians. 
Certainly the studv of a stained blood smear is 
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a valuable training which a doctor can forego only 
after long experience. 


To save pain on the patient’s part and labor on 
the doctor’s part, and with an eye to our necessary 
strict economy in hired technical assistance, we 
have therefore adopted in Detroit the following 
technic: A technician visits every infant and 
child on admission and pricks the finger or heel. 
She fills her micro-pipette with blood for a hemo- 
globin to be done on the photoelectric machine, 
takes a sample for a white blood count and fills 
another small tube with blood for a micro Kline 
exclusion test, and she makes a smear of the blood 
on a cover slip. In her laboratory she stains the 
smear, does the white counts, estimates the hemo- 
goblin, and sends her report back to the ward with 
the stained and mounted blood smear. Since the 
hemoglobin level is determined so accurately, rou- 
tine red blood counts are no longer done unless 
indicated by some unusual circumstance. The ex- 
amination of the blood smear and its interpreta- 
tion is left to the house doctor. Almost all the 
routine laboratory work on blood is done with a 
single needle prick and venipunctures are neces- 
sary for a relatively few chemical procedures. A 
single technician does a great part of the uninter- 
esting drugery of laboratory work for a very large 
and active pediatric service. 


The need of small and poorly financed hospitals 
for good laboratory and other technical assistants 
presents increasing difficulties. It is certainly not 
practical for every small hospital to have techni- 
cians trained thoroughly enough to work independ- 
ently in all fields without any supervision. Path- 
ology and roentgen work present extensions of 
this problem. I know of no better plan to cover 
these needs than that that has been initiated in 
Maine, where a group of hospitals in smaller com- 
munities around and about Lewiston, are sup- 
ported in technical fields by the Central Maine 
Hospital. This does not particularly concern pedi- 
atrics at the moment, but it is a good illustration 
of what can be done to improve pediatric care in 
smaller communities. I am not going to outline 
the plan in any detail, but in general the large 
hospital furnishes advice and technical assistance 
from a central laboratory to each of the small 
Satellite hospitals. Technicians needing training 
in special procedures can be sent to the Central 
Maine Hospital or to Boston for this training, or 
are free to call for help for individual problems. 
X-ray interpretations and the study of patholog- 
ical material is likewise supported by the large 
institutions. Thus all the facilities which are nec- 
essary for study of the occasional unusual prob- 
lems can become available to the smaller insti- 
tution, 
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Cross-Infection 


The gravest problem facing hospitals caring 
for children is that of prevention of cross-infec- 
tion, and a great deal of information about it has 
been recently acquired. I doubt if I need to em- 
phasize the importance of hospital cross-infection 
as a danger to infants. It would not be an exag- 
geration in many institutions to state that the 
risk of sending a baby to the hospital nearly out- 
weighs any benefit he can get by being there. We 
are so accustomed to “view with alarm” contagious 
disease that the pest-house has been a recognized 
institution for generations, and the modern isola- 
tion hospital in many communities is better sup- 
ported than the general hospital. 


Not nearly enough emphasis has been placed 
upon the danger of cross-infection in infants’ 
wards, not so much with measles and diphtheria 
as with common colds and pneumonia. One is so 
used to seeing babies brought to a hospital with 
pneumonia that too little emphasis is put on the 
danger of their acquiring pneumonia while in the 
hospital. We are apt to excuse ourselves, when 
a baby has acquired an infection in a public ward, 
by saying that he very likely would have been sub- 
jected to the same risk in his crowded home. Even 
if this is true, and I doubt it, we are not excused 
if any possibility of our diminishing the hospital 
risk exists. 


The factors tending to prevent cross-infections 
in infants’ wards I can review very briefly. First, 
of course, adequate floor space is necessary, as 
it is obvious that the risks are greater the more 
crowded the wards. Next, cubicles are of impor- 
tance, since they probably do something to me- 
chanically prevent the transmission of bacteria 
from one baby to another and have a more im- 
portant effect I believe in emphasizing careful- 
ness to attendants. Next in order of trouble and 
expense we come to the use of gowns and hand- 
scrubbing. No one needs to defend the custom 
of hand-washing between patients. The use of 
gowns seems reasonable, especially for nurses who 
have to handle babies so intimately, but to what 
extent pathogenic bacteria are actually trans- 
mitted by contact with clothing is very much of 
an open question. Next we come to the very con- 
troversial question of the value of face masks. I 
shall not attempt to review any of the work being 
done to establish the value of masks. I believe 
in many hospitals they are improperly made, are 
carelessly put on, worn too long, and are quite 
ineffective. When properly made and worn, masks 
probably prevent to a certain extent cross-infec- 
tions from the respiratory tract. In a recent com- 
parative study of two adjacent infants’ wards in 
Detroit we found three times as many acquired 
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infections in the ward where masks were not 
worn. 


Gowns and masks and an isolation technic to- 
gether undoubtedly can do a great deal to prevent 
the spread of disease, though only at considerable 
expense. At its best, however, we all realize how 
far short it is from being a complete barrier to 
bacteria. An excellent example of its inadequacy 
is a recently reported outbreak in the Cradle at 
Evanston. Here the most scrupulous technics have 
been carried out for years and with very great 
success, but still not enough to prevent a series of 
definite air-borne infections. Gowns and masks 
have another disadvantage besides their cost. It 
is much more laborious to do repeated and careful 
physical examinations when each approach to a 
small patient has to be over the barrier of masks 
and gowns. The nurse does not offer fluids as 
often under this handicap. The child waits a little 
more for the bed pan and the baby stays in wet 
diapers a little longer. There is also a great psy- 
chological disadvantage. 
literally that a little affection can be just as neces- 
sary for a baby’s continued health as a proper 
formula. The greatest prevention of that serious 
disease “hospitalitis” is the habit of fondling 
babies. Masks and white gowns make a great 
psychological barrier to this intangible need of 
the patients, and with a face covered by a mask 


it is impossible to calm and reassure a frightened 
infant with the time honored little grimaces and 
noises. I look with suspicion on any hospital with 
such rigid discipline that a nurse does not break 
her technic now and then to fondle and cuddle a 
baby. 


Air-Borne Infections 


We come now to the importance of distant air- 
borne infections. This is a resurrection of an old 
problem that we thought long since buried. The 
invention, by Wells in Boston, of an improved 
technic for counting the bacteria in the air and 
the researches following this, I believe, are show- 
ing very clearly that we must again seriously con- 
sider air-borne infections. Studies at present in- 
dicate that all infections are not transmitted di- 
rectly from mouth to mouth, from patient to 
patient, or from attendant to patient, but to a 
considerable, and so far unmeasured extent, path- 
ogenic bacteria are circulating for some time in 
the air of a room over considerable distances and 
that the number of these bacteria depends on the 
number of people in the room, on the amount of 
talking, coughing, or sneezing that takes place, 
and, of course, upon the number of pathogenic bac- 
teria in the respiratory tracts of these people. 
Non-pathogenic bacteria are of course most fre- 
quently found in air bacteria counts, but it seems 
reasonable that we should look at these counts as 
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I mean to state quite . 


we do the colon bacilli counts in water supplies as 
a measure of contamination by pathogenic or- 
ganisms. ; 


It can thus be easily seen why masks and gowns 
are only partially effective if effective at all. The 
solution of the problem that is offered is the steril- 
ization of air with ultraviolet light, and it seems 
that this can be effectively carried out. I do not 
think, however, we are at the point where every 
hospital needs to rush in and buy electrical equip- 
ment for this purpose. More experience and more 
studies are necessary before all the details are 
settled and the final best technics established, but 
it is an obligation upon us all, even though we 
cannot ourselves aid in carrying out these impor- 
tant studies, to be at least open minded and in- 
formed as to the results. Surely there will be no 
way for every nurse and doctor to carry an ultra- 
violet light barrier around their noses and mouths 
and, no matter how successful sterilization of air 
becomes, we will be unable to relax our care 
against direct cross-infection. 


Premature Infant Care 


The care of prematures presents a special and 
urgent problem in this field. The importance of 
air conditioned nurseries which will furnish a rela- 
tively high and constant humidity and tempera- 
ture has been, I think established, but the best so 
equipped nursery will not alone be successful in 
raising premature infants. The best nurseries 
plus the most skilled doctors will not be successful 
unless cross-infections are prevented. I think it 
is important to call attention to a new method of 
caring for prematures devised by Chapple in Phil- 
adelphia. He has constructed closed cabinets in 
which babies are kept at all times and cared for 
by nurses who attend them by inserting their 
hands through long sleeves at portholes in the side 
of the cabinet. Air under slight positive pressure, 
properly conditioned for temperature and humid- 
ity, is forced into these cabinets, so that all move- 
ments of air are from within outward. Thus the 
possibility of bacteria coming in contact with the 
babies, either directly from the nurses or from the 
outside air, is reduced to a minimum. This at first 
seems like a very awkward and laborious method 
of caring for babies, yet I think the reported re- 
sults of this technic are very challenging. We 
have an opportunity with these cabinets to di- 
rectly protect small infants from bacteria without 
the use of gowns or masks or ultraviolet light 
barriers. A premature baby must be considered 
an open culture medium for a growth of bacteria. 
A slight nasal cold to a three-pound premature 
baby is as serious as peritonitis now is to an older 
child. The possibility of infection is the most 
important factor in the continued existence of a 
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premature infant who has survived the first twen- 
ty-four hours. 


Epidemic Diarrhea of the New Born 


Another problem which has increasingly at- 
tracted our attention in recent years is that con- 
cerned with a so-called epidemic diarrhea of the 
new-born. This disease is seen of course in nurs- 
eries of lying-in hospitals. I will say very briefly 
that the symptomatology is non-specific and con- 
firming laboratory data non-existent. There is no 
sure way to make the diagnosis in an individual 
case. A single baby so infected may not differ 
from isolated examples of disturbance in nutrition 
causing dehydration and diarrhea that we see oc- 
casionally in all hospitals. When a high per cent 
of the babies in a single nursery become sick, and 
especially when a high per cent of these babies 
die, then only we can tell that we are dealing with 
this disease. Briefly I can say, that although we 
are in all probability dealing with a disease entity, 
the etiology and method of spread is undiscovered. 
It does not occur in older infants, but is limited 
to the first few weeks of life. It does not occur 
or spread in the infants’ wards of general hospi- 
tals in spite of the frequent admission of these 
sick babies transferred from lying-in institutions. 


The history of this disease, I believe, stands 


“as a serious indictment of the management of 


many hospitals. Again and again the condition 
has appeared in an institution and gone on un- 
recognized or unacknowledged for weeks. Through 
wishful thinking often no responsible member of 
the hospital staff has been willing to believe that 
an epidemic exists and only a few futile steps at 
control have been taken. Because of the non- 
specificacy of the clinical picture, it is very easy 
to go on for weeks, excusing each instance as sim- 
ply that of another baby badly fed. 


All sorts of methods have been adopted rather 
frantically to prevent the spread of this disease. 
Formula rooms are replanned, rebuilt, and reor- 
ganized and rigid technics with nipples and diapers 
are instituted, in most instances to no avail. In 
our present state of ignorance only one action 
seems safe and effective, that is to shut down 
the hospital or lying-in department and bring 
about a complete break in the continuity of 
patients. 


As I have said, we have no good idea as to the 
mode of transmission of this disease, or as to the 
organism that causes it. It, at first glance, seems 
to be enteric in nature, but the respiratory system 
is often involved. The organism has been hard to 
find because it is apparently non-pathogenic after 
the first few weeks of life. We cannot therefore 
intelligently plan methods of attack and preven- 
tion. However, one broad general criticism of the 
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majority of lying-in institutions seems justified 
from the pediatrist’s point of view. There is a 
general tendency to build wards and rooms for the 
mothers and then to pick out some nice little room, 
almost as an afterthought, in which to put the 
babies so that their crying will not disturb any- 
body. Almost all newborn babies are healthy and 
perhaps do not require much isolation from each 
other, but certainly if any ward for sick infants 
was filled with bassinets touching each other 
and being pushed down corridors like a train of 
freight cars, a pediatrician would expect disaster 
to occur. Our first principle of isolation must still 
be adequate floor space, cubicles, and individual 
equipment. 


Control of Communicable Diseases ‘ 


Some methods for the control of communicable 
diseases have been further developed by the prep- 
aration and the widspread use of placental ex- 
tracts. These preparations furnish the same type 
of passive immunity as does convalescent serum 
and pooled adult serum and the placenta is of 
course only a source of a more abundant supply 
of these antibodies. There is little question as to 
the efficacy of placental extract, although the cost 
is still considerable and local reactions still trouble- 
some. Some institutions are now using placental 
extracts or convalescent serum routinely, both on 
contagious and on general hospital wards and the 
amount of space in general hospitals wasted by 
quarantined wards has been greatly reduced. 


Needs for Contagious Hospitals 


It is even possible now to reconsider our needs 
for contagious hospitals. Of course, it is still 
necessary to have places to isolate large numbers 
of patients with measles, scarlet fever, and diph- 
theria, but I believe some of us can afford to be- 
come a little bolder in the handling of the individ- 
ual problems as they occur in pediatric wards. 
Certainly if it were necessary, diphtheria, scarlet 
fever, dysentery and typhoid and mumps could 
be controlled by the precautions it is possible to 
carry out in a general children’s hospital, even 
though we are by no means wishing to undertake 
the problem. Measles, chickenpox, and smallpox, 
when they occur, make a different problem. The 
control of measles, even in the best isolation hos- 
Pitals, is very difficult and rigid isolation of pa- 
tients can well be supplemented by the routine use 
of placental extract or convalescent serum in all 
contacts and the same procedure can to a great 
extent prevent the spread of measles in general 
pediatric wards. Chickenpox is not so easily pre- 
vented and is still a great nuisance. 


It is, I believe, quite unfortunate that in many 
communities certain old probias founded on past 
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ignorance are still preventing the best care of chil- 
dren troubled with certain diseases. I know of 
hospitals that will not admit a child with meningo- 
coccus meningitis; other places where erysipelas 
must be labeled streptococcus cellulitis to get past 
an elderly admitting nurse; and poliomyelitis is 
often turned away, more, of course, because of 
public fear than from actual danger. A child with 
gonorrheal vaginitis is often looked upon with 
horror where dysentery, in many ways hard to 
control, is freely admitted to wards with ancient 
plumbing. 


We still must have isolation hospitals, especially 
in large cities, but our actual need is growing less 
and we can hope that the tendency away from 
the pesthouse concept of isolation hospitals will be 
accompanied by an improvement of them. We can 
hope that isolation units can be more closely asso- 
ciated with general medical wards, that assembly- 
line techniques for the un-individualized handling 
of masses of patients will disappear, that the poor 
sick one will no longer be considered a case of 
scarlet fever with a child attached. 


| Infant Feeding 


The field of dietetics is still surrounded by the 
greatest desert of ignorance in all physiology. We 
know little more about the fundamentals of diges- 
tion than we did years ago, though this does not 


prevent dietetics from still offering lucrative op- 
portunities to quackish thinkers. In spite of this, 
the feeding of infants is becoming simpler and 
apparently safer. The pediatrician is no longer a 
bathroom chemist and does not vary the fat and 
carbohydrate content in the baby’s diet from day 
to day on the basis of stool analyses. I need not 
point out to you, I am sure, the enormous reduc- 
tion in infant mortality following cleaner and sim- 
pler feeding technics. Vitamins are continually 
appearing and being concentrated and presented 
in more practical and convenient form for our 
use. In the care of the newborn the most striking 
advance is in Vitamin K, which has promise of 
making great changes in the incidence of the 
hemorrhagic diseases of the newborn. We can 
be very glad that concentrated purified prepara- 
tions of Vitamin K were devised by the chemist 
almost as soon as the nature of action of the sub- 
stance was learned, and that pediatrists never had 
to go through a stage of giving alfalfa and de- 
cayed fish to their babies. 


In General 


There are vaguely evident over a long period 
of years certain trends or changes in length and 
weight of children, and in the age distribution of 
patients in hospitals, that are interesting, but 
about which no exact data exists. Children are 
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apparently becoming longer. Few accurate figures 
for the height of children twenty years ago can 
be found except in selected groups of private 
school pupils, but our beds seem to be becoming 
shorter. I am well acquainted with two children’s 
hospitals where some twenty-five years ago, beds 
were bought presumably adequate for the needs 
of wards taking children up to the age of 12. Now 
in these beds, such as are left intact, many chil- 
dren of nine or ten can touch both their heads 
and feet at the same time, and a twelve year old’s 
feet project through the rails at the end. There 
is also a gradually diminishing number of small 
infants as compared with the run-about-group of 
one to three years. Our summer wards were 
crowded not many years ago with what used to be 
called “cholera infantum” and summer diarrhea. 
We never could determine just what this disease 
was but every summer epidemic waves of infants 
would enter with a highly fatal diarrhea to fill 
our wards. We still see them but in strikingly 
fewer numbers. 


There has been a great saving of life by the bet- 
ter use of parenteral fluids. First, none or too 
little was given. Next, better technics were de- 
veloped and altogether too many babies were in- 
jected with salt solutions whenever the visiting 
doctor thought they were losing weight. This is 
still going on, but a better understanding is grad- 
ually spreading. A remarkable reduction in the 
mortality from appendicitis in children is result- 
ing not only from early diagnosis but in case of 
peritonitis by the use of intestinal intubation for 
decompression of the intestine from above and 
continuous intravenous infusions. The bed of a 
child so treated may look like a Rube Goldberg 
cartoon from the amount of rubber tubing and 
bottles around it, but the children are getting 
better. 


It is obvious that I am quite unable to review 
in any way what is going on in scientific side of 
pediatrics. Journals of endocrinology, for in- 
stance, are rapidly increasing in thickness. More 
and more potent endocrine extracts are available 
but I can only say that most of them are still 
more properly used on rabbits and guinea pigs 
than on children. Our doctors are still meddling 
with their children’s ductless glands in a confusion 
of poorly digested experimental data. 


I will finish by simply mentioning the sulfona- 
mide therapy familiar to you all and to the lay 
public. For many medical generations nothing as 
therapeutically important as sulfanilamide and its 
sister drugs has been developed, and we are still 
in the process of learning how this tremendously 
potent weapon against disease is influencing hos- 
pitalization and hospital technics. 
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Now, more than ever before, Curity can be of service to you 
—the recent consolidation of Lewis Manufacturing Com- 
pany and Bauer & Black has united the vast: research and 
manufacturing facilities of two great organizations to serv- 
ice your dressings and suture needs efficiently, economi- 
cally. Let your Curity representative acquaint you soon with 
the new Curity program. 


LEWIS MANUFACTURING CO « BAUER & BLACK 


2500 South Dearborn Street, Chicago 
DIVISIONS OF THE KENDALL COMPANY 





Lessened 


Irritation 


CURITY ADHESIVE 
Hypo-Lergix made with Formula 87 


@For more than a year, wide-spread 
clinical experience has confirmed the 
advantages of the improved Curity 
Adhesive, Hypo-Lergix made with 
Formula 87. It is markedly less irri- 
tating than any former Curity adhe- 
sives, reducing the incidence of skin 
irritation to a negligible percentage. 
And the adhesive mass has improved 
ageing qualities—even after long 
storage or exposure to adverse con- 
ditions of heat and dryness, Curity 
Adhesive remains tacky (sticks 
quickly) and adhesive (stays firmly 
in position). Hypo-Lergix made with 
Formula 87 is also used in Curity 
Adhesive Ties, the first ready-made 
adhesive dressing for hospitals. 
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THIS MONTH General Electric 
X-Ray Company is releasing a four- 
reel sound motion picture, filmed in 
Hollywood, which will be interesting 


to professional 
audiences. 


and non-technical 
> eo 


_ATTRACTIVE POSITIONS in hos- 
pital and medical work are open now 
—more —— than there are peo- 
ple to fill them. Aznoe’s of Chicago 
accept this condition as a challenge, 
and are finecombing the country for 
good applicants to almost any type of 
hospital appointment. 


-~- + 


IN 1934, at the American Hospital 
Association Convention in Philadel- 
phia, you may remember Frank A. 
Hall & Sons introduced their now 
famous Hall Floating Spring. Fred 
Hall tells us that since that time they 
have placed it in quantity in over 300 
hospitals. A fact which verifies their 
claims for its superior comfort is that 
sales have been big in Pacific Coast 
states, Rocky Mountain states, and 
southern states, where freight rates 
are high. 


- + 


AN ENLARGED production and 
research staff, as well as sales force, 
is the result of the recent consolida- 
tion of Lewis Manufacturing Com- 
pany-Bauer & Black (Divisions of 
the Kendall Company), and new 
items under the brand name Curity. 
Hypo-Lergix, made with formula 87, 
is a new type of adhesive mass which 
markedly reduces the incidence of skin 
irritation in comparison with their 
former mass. Read about it in their 
advertisement. 


-e 


AN OBSERVATION of decided in- 
terest about the use of Super-Zarmo 
Presses manufactured by the Amer- 
ican Laundry Machinery Company to 
solve the problem of handfinishing 
nurses’ uniforms, is that one or more 
ironers may be eliminated. The di- 
rect-upward pressure is responsible 
for the superior quality and uniform- 
ity of the ironing. 


=> a> 


GRASPING the main idea in E. R. 
Squibb & Sons’ announcement this 
month, means that you become ac- 
quainted with the preparation of Vita- 
min K, a scientifically improved com- 
pound known as Thyloquinone. 
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TWO SIGNIFICANT articles ap- 
peared in the February issue of The 
American Journal of Nursing. One, 
an editorial, “The National Survey,” 
and the other, “Uncle Sam Needs 
Nurses.” The national survey is be- 
ing made to conserve and utilize ex- 
isting nursing resources. 


-s+ 


WHAT WAS highly recommended 
before the international crisis may 
now become a real necessity—is a 
point well made by Johnson & John- 
son when they suggest laying in a 
good supply of ready-made dressings 
before emergencies can throw an ex- 
tra burden on hospitals. Their cost is 
ree less than the cost of bulk ma- 
terial. 


-so 


TO FURNISH Memorial Rooms in 
your hospital is an idea which Hill- 
Rom Company has tied up in a prac- 
tical way with National Hospital Day, 
May 12. They supply a booklet on the 
subject for you to send to prospective 
donors. They are prepared to have a 
—* room all set up for Hospital 

ay. 


o-oo 


THE FILES of The Medical Bureau 
contain a dramatis personae of our 
changing hospital world. Their “un- 
prejudiced professional counsel” seeks 
to place individuals on a higher plane 
and in so doing helps to place hospital 
service on a higher level. 


o- + 


FOR NATIONAL HOSPITAL DAY 
publicity, The Physicians’ Record 
Company has prepared a very attrac- 
tive new poster design and special 
folders done in color and modern 
make-up. An outstanding new folder, 
“Backstage Performance,” describes 
unseen workers in the housekeeping, 
laundry, maintenance and other de- 
partments. 

- + 

ON FEBRUARY 27,-at the Hotel 
Commodore in New York City, the 
thirty-first annual meeting of the 
Hospital Bureau of Standards and 
Supplies brought to light some inter- 
esting developments in cooperative 
buying and market research. The 
Board of Directors’ report shows that 
238 institutions in 26 states are now 
members. In 1940 the Bureau had a 
total business of over two and one- 
half million dollars. 


Which is the more important contributor to 
better service for the sick — industry supplying 


the products needed, or the need existing for 
the products supplied ‘4 


LITTLE THINGS which cause sur- 
prise and pleasure are what help to 
keep hospital routine out of the rut. 
Do you know that Colgate-Palmolive- 
Peet Company supply their soaps in 
specially printed wrappers. They are 
very attractive. Their representative 
will arrange it all for you. 


o-s 


WE HEAR that the line of Goodall 
Decorative Fabrics now displayed in 
their specially designed and decorated 
showroom, newly located at 61 East 
58rd Street, New York City, are meet- 
ing with high favor because they have 
several new fabrics added to their 
line which are particularly well suited 
to hospital decoration. Jack Odin, 
well known to hospital people, has 
direct supervision of the contract de- 
partment, and has the services of ex- 
perts in interior decoration. 


-~-s 


WHEN YOU come to a study of 
sterilizing equipment, you will be in- 
terested in the way Scanlan-Morris 
Company handles their “White Line” 
sterilizers. They bring matters right 
down to cases and show you two 
typical installations in different hos- 
pitals. Besides publishing a “Plan- 
ning Manual,” they have an engineer- 
ing and planning department which 
goes to work on your special problems 
without obligation. 


- = 


TO RELIEVE the strain on staffs 
with too much to do, especially in 
these days of a shortage of personnel, 
Connecticut Telephone & Electric 
Corporation is stressing the excep- 
tional service which their modern 
signaling and _intercommunication 
systems offer. They have a trade-in 
policy whereby your hospital can re- 
place certain parts on an old system 
and receive an allowance. Mainte- 
nance funds, they say, take care of 
costs. One section can be taken care 
of at a time. 


- + 


THE SERIES of advertisements 
which the Linde Air Products Com- 
pany is running in this magazine con- 
stitute a practical instructional course 
for the user of oxygen for therapeutic 
purposes. Each advertisement takes 
up one poles as its main theme. They 
supply handbooks on oxygen therapy 
apparatus, even motion pictures de- 
signed to demonstrate methods, and 
a complete file on the subject. 
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Training for Hospital Pharmacists in Universities 
W. F. RUDD 


the average hospital, or those sick in their 

homes receive the better pharmaceutical 
service? The answer, of course, is dependent 
largely upon two things: first, the person giving 
the answer; and, second, whether or not the hos- 
pital in question maintains a well-organized phar- 
maceutical service. We once heard a man who 
is nationally prominent in pharmaceutical affairs, 
say in a public address, that in his state the law 
provided well for pharmaceutical service for those 
ill in their homes, but those ill in hospitals were 
not always given proper legal protection. Those 
of us who have had hospitalization ourselves, or 
of others in whom we are personally interested, 
have observed all too frequently that medica- 
ments, sometimes extremely potent ones, are han- 
dled by those whose training for such exacting 
work is far short of what would insure the qual- 
ity of protection to which all who are ill, or near 
ill, are entitled. 


Te inquiry frequently arises, do patients in 


We venture then to observe that the whole prob- 
lem of phamaceutical service in institutions in 
which prescriptions and sick room supplies are 
dispensed, other than drug stores, is one that 
must have during the years immediately ahead 
of us thoughtful, fair, and competent study. 


It is well known to phamaceutical educators in 
general that almost a century of pharmaceutical 
education passed in this country before those in 
administrative control of the colleges realized that 
they did have some responsibility for such service 
and therefore for the training of young men and 
women to perform this service. 


It has been my privilege to visit within the 
past quarter century many of the pharmacy 
schools of this country. With rare exception, until 
recent times, have pharmacy students in these 
institutions been given opportunity for official 
contacts with the hospitals or clinics connected 
with the parent institution. Indeed many of them 
have even continued to neglect the opportunities 
afforded for clinical experience for pharmacy stu- 
dents in the dispensaries connected with their 
student health service departments. Such gen- 
eral neglect of clinical opportunities seemed then 
to us little less than tragic. 
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@ W. F. Rudd is Dean of the College of 
Pharmacy of Medical College of Virginia, 
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Not being willing to trust data thus sporadically 
assembled over a good many years, we determined 
that before preparing this paper we would find 
out definitely what is being done in the schools 
of pharmacy in the country in the training of 
students for a type of pharmaceutical responsibil- 
ity that is growing very rapidly as hospitals, 
clinics, and student health service units are be- 
ing enlarged, and new ones being constantly put 
into operation. We therefore wrote the deans 
of all member colleges of the national organiza- 
tion, asking for information on this subject. 


Our Survey 


That the record may be clear, we quote from 
the communication sent them: 


Does your college of pharmacy train its stu- 
dents at all in (a) out-patient clinic work; (b) 
hospital pharmacy proper; and (c) student health 
service dispensing? If so, to what extent? Would 
it be possible for your institution to set up work 
in any one or more of these fields if you have not 
already done so? Or, could the work be enlarged 
if you have already undertaken any one or more 
of them? 


It came as a surprise that some of the deans 
in a group of forty who replied, undertook to de- 
fend their position in not offering the sort of 
training with which this paper is concerned, their 
contention being in instances that the practice of 
institutional pharmacy is in no way essentially 
different from pharmacy as practiced in the aver- 
age drug store, and that the same fundamental 
training equips for both. We believe this to be 
only a half truth. As an answer to that argu- 
ment, may we quote from the president of the 
American Association of Colleges of Pharmacy? 
Dean Kendig says: 


“The students learn much more than you 
would think possible in the 32 required hours 
because of their interest. This hospital 
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Facing 


PNEUMONIA 





HIS year the physician has been able to 
view pneumonia with a degree of con- 
fidence that was impossible in the past. The 
striking therapeutic results obtained with 
sulfapyridine in pneumococcic pneumonia 
have profoundly altered the prognosis in 
this disease. 
An analysis of more than 3,000 cases of 
typed pneumococcic pneumonia treated with 
sulfapyridine during the winter of 1938-39 


showed the following case fatality rates: 


Total No. of Cases............ 005 
og er 6.0% 
No. of Bacteriemic Cases. ..... 240 
rr 
No. of Non-bacteriemic Cases.. 2,765 
DRS Si seas tcue ase: 4.5% 
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—with Confidence 





During the pneumonia season of 1939-40 
this clinical experience was duplicated in a 
large number of cases. A statistical review{ 
of 9,162 cases revealed that the fatality rate 
in pneumonia patients treated with sulfa- 
pyridine was less than half that obtained 
with previous methods of treatment. 

With wider dissemination of knowledge 
concerning this remarkable drug and its 
more widespread use, it is to be expected 
that the fatality rate from pneumococcic 
pneumonia throughout the nation will be 
reduced to a new low level during the cur- 
rent pneumonia season. 


tFaller, C. P., Quickel, K. E., and Smith, C. W., Penn. 
M. J. 43:789-800, March, 1940 


as | Aecop ted 


Sulfapyridine is manufactured by Merck & Co. Inc. under license from the originators of the 
product, May & Baker, Ltd., of London. Supplies are available to the medical profession through 
their druggists under the labels of leading pharmaceutical manufacturers. 
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RAHWAY, N. J. 


work represents and presents to them pure 

professional service, and opens the eyes and 

minds of those whose practical experience 
has been chiefly with hair nets, lawn mowers, 
and package medicine.” 

An answer from the dean of an institution hav- 
ing no hospital connection whatever, indicate what 
may be done when there is a will to do it. He 
says, 

“In our recently inaugurated graduate cur- 
ricula we have included a six-hour course in 
hospital pharmacy. This includes practical 
experience in the several hospital pharmacies 
which are located in this district. We expect 
this phase of our work to expand as there 
seems to be considerable demand for it.” 


It is but fair to say that many deans have taken 
this matter very seriously, and have written fully 
of their work in the fields referred to, of condi- 
tions as they exist now in their respective institu- 
tions, and of their hopes for the future. 


Abstracting these in order, we find the follow- 
ing conditions in the colleges making reply: 


Alabama Polytechnic Institute, School of Chem- 
istry and Pharmacy. Not practical for them to 
do this work. 

University of Buffalo, School of Pharmacy. No 
direct affiliation with hospitals. Faculty main- 
tains that all students should not be required to 
take such a course. City Hospital available for 
practice for students who may elect the work. 


University of California, College of Pharmacy. 
Four internships for graduates only. 


University of Colorado, College of Pharmacy. 
No work offered in these subjects. 


Columbia University, College of Pharmacy. No 
work offered at the present time in these subjects. 
Hopes to get into the Medical Center later on. 


Connecticut College of Pharmacy. No work at 
present, but administration is giving the matter 
consideration. 


Creighton University, College of Pharmacy. 
Senior students spend approximately 150 clock 
hours in hospital pharmacy. 


Duquesne University, School of Pharmacy. No 
health service work offered to pharmacy stu- 
dents, but all seniors have a minimum of 40 hours 
hospital pharmacy training. Quoting the dean: 
“It is the most important part of the student’s 
training. We should like to increase these hours.” 

Ferris Institute, College of Pharmacy. “We do 
not have the clinical facilities open to students in 
larger centers. We do, however, offer a course in 
so-called hospital pharmacy as an elective.” 


University of Florida, School of Pharmacy. No 
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work offered at present, but its inauguration has 
been recommended by the State Board of Phar- 
macy and the State Pharmaceutical Association. 
No hospital service offered, but seniors do work 
in the dispensary. The director advocates that 
training in hospital pharmacy be a postgraduate 
subject. 


University of Georgia, School of Pharmacy. We 
do not have any facilities at this time for training 
in hospital pharmacy per se. Senior students do, 
however, fill prescriptions in. health service dis- 
pensary. The dean advocates hospital pharmacy 
training as a graduate course. 


State University of Iowa, College of Pharmacy. 
All seniors work in hospital in shifts of four, 
seven days a week. Practical work is supple- 
mented by a didactic course. 


University of Illinois, College of Pharmacy. All 
seniors are required to complete fifty clock hours 
in the dispensary at the Illinois Research Hospi- 
tal. The dean. is not satisfied with this, and thinks 
training for the work should be based upon more 
fundamental knowledge in bacteriology, biochem- 
istry, etc., than is required in the regular B. S. 
pharmacy course. 


Indianapolis College of Pharmacy. In addition 
to a didactic course in this subject, students are 
assigned in small groups to the City Hospital for 
practical work. 


Louisville College of Pharmacy. Each student 
has six weeks’ service in hospital pharmacy, 
largely however in. manufacturing. The dean 
comments upon the stereotyped dispensing prac- 
ticed in so many hospital pharmacies. 


Loyola University, New Orleans College of 
Pharmacy. The dean states, “I would say that 
our students get excellent training in hospital 
pharmacy proper.” The plan is undergoing en- 
largement at his institution. 


Massachusetts College of Pharmacy. No work 
in out-patient and student health services, but stu- 
dents are assigned to nearby hospitals for prac- 
tical work. 


Medical College of Virginia, School of Phar- 
macy. All senior students in groups of six to 
eight, are required to spend sufficient time in the 
hospital pharmacy to thoroughly familiarize them 
with this class of work. Prescriptions for out- 
patient clinic, student health service, and hospital 
work in general for some 400 patients daily, pass 
through this clinic. Time requirement for each 
student varies as does the ability, industry, and 
adaptability of each of them. Pharmaceutical in- 
terns on same basis as dental and medical interns 
began service in 1939. 
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That’s why I order VIM—the needle with the 
razor-sharp point that stays sharp. For VIM 
is made of stainless cutlery steel, which 
means Firth-Brearley. Cutlery steel assures 
sharpness—long-lived sharpness. VIMS stay 





Did you say- 
“Save money on 


razor-sharp points?” 
Yes, I said— 
““Save money on 
razor-sharp points.” 


















sharp far longer. 


Specify VIM when you order. Get the Firth- 
Brearley Stainless cutlery steel needle that 
outlasts 5 ordinary needles. 


Made from Firth-Brearley Cutlery Steel 


‘The ‘Sterling’ of Stainless Steels’’ 


MacGREGOR INSTRUMENT COMPANY, Needham, Massachusetts, U.S.A. 
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identify Your Babies 
Safely...and SIMPLY 


The DEKNATEL NAME-ON 
BEADS Baby Identification is 
simplicity itself, consisting of 
only 3 parts ... white letter 
beads with which the mother’s 
surname is spelled .. . strand 
of blue beads to carry the let- 
ter beads ...a soft metal bead 
which is compressed to seal 


Sample sent upon request. 


Land Developed by 


ATEL 


ns Village (L.E.). New Yor 
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96-14 222nd St.. Quee 
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the ends together after the 
identification is tied onto baby 
at birth. 

It is not removable by nurse, 
mother, baby, anyone. . . until 
cut off. Usable in Necklace or 
Bracelet form; enduring, ster- 
ilizable, attractive, economical. 
MADE IN U. S. A. 











Uncle Sam 
Needs Nurses 


For Uncle Sam the American 
Red Cross Nursing Service has 
launched a six weeks’ drive to 
enroll nurses in the First Re- 
serve. Whether they are eligi- 
ble for First, Second or Third 
Reserve service, nurses find a 
pressing need for the best in- 
formed magazine for nurses, 
the AMERICAN JOURNAL 
OF NURSING. 


In these days of national pre- 
paredness, the JOURNAL 
helps hospital administrators 
and public health officials, as 
well as every nurse, to keep 
pace with the latest develop- 
ments in nursing. 


The American 
Journal of Nursing 
1790 Broadway, New York, N. Y 


1 year $3 2 years $5 
























University of Minnesota, College of Pharmacy. 
This work is a senior elective, limited to twelve 
students because of shortage in facilities. All 
students have some training in out-patient clinic 
dispensary, however. The dean believes the train- 
ing they offer is sufficient to equip men and 
women to take charge of hospital pharmacies. 


University of Maryland, School of Pharmacy. 
All seniors have a minimum of 32 hours in the two 
hospital pharmacies. 


University of Michigan, College of Pharmacy. 
Two or three students who are especially inter- 
ested in this work are assigned to the college hos- 
pital and are actually on the payroll at both the 
hospital and out-patient clinic. 


University of Mississippi, School of Pharmacy. 
No work offered at present, but the dean states 
that the student hospital operated by the univer- 
sity might offer some practical work. 


State University of Montana, School of Phar- 
macy. Does not provide practical training, but 
the dean states that the students may acquire fun- 
damental knowledge of the subjects underlying 
this work. 


University of Nebraska, College of Pharmacy. 
Students have some dispensing experience in the 
student health service. The dean states that he 
sees little difference between training for phar- 
macy in general and for hospital pharmacy. Work 
might be set up in the out-patient clinic depart- 
ment, he adds. 


North Dakota Agricultural College, School of 
Pharmacy. No facilities for work in hospital or 
out-patient clinic pharmacy. “We have just re- 
cently completed a new health center .. . and it is 
our purpose to use the dispensary for student in- 
stitution insofar as it is possible to do so.” 


Ohio State University, College of Pharmacy. 
No work at present, but the dean plans to start 
in at least two of the fields covered by this study, 
beginning in the very near future. 


University of Oklahoma, School of Pharmacy. 
A minimum of 18 hours in hospital pharmacy re- 
quired, with the reservation that the poorer stu- 
dents may be asked to do more than this mini- 
mum. 


Oregon State College, School of Pharmacy. No 
work at present, with this comment from the 
dean: “No graduate pharmacist should have any 
difficulty in the simple work of student service 
dispensing.” 


Purdue University, School of Pharmacy. No 
hospital pharmacy service, but 30,000 prescrip- 
tions in student health service dispensing are 
filled by senior students annually, under compe- 
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tent supervision. Hospital pharmacy may be 
chosen as a didactic course. 


Rutgers University College of Pharmacy. “At 
the present time our students are not trained in 
out-patient work, and we have no facilities for a 
hospital pharmacy proper, although, of course, 
we give them in their dispensing pharmacy, train- 
ing which will enable them to do such work.” 


South Dakota State College, Division of Phar- 
macy. At the beginning of our students’ junior 
year they may select one of three courses of study, 
namely, retail pharmacy, pharmaceutical re- 
search, or clinical and hospital pharmacy. The 
subjects are so arranged in the last two years 
that the student will be given special training in 
the field he selects.” 


Temple University, School of Pharmacy. Work 
offered in all three fields. Limited number of stu- 
dents are accepted for work in their dispensary 
for all or part of their summer vacation period. 


University of Tennessee, School of Pharmacy. 
“The University of Tennessee, School of Phar- 
macy has no direct connection with the hospital 
in Memphis.” They do, however, have the privi- 
lege of nominating four students from the school 
of pharmacy to work in the dispensary of a local 
hospital for one year, who may be reappointed if 
satisfactory. 


University of Texas, College of Pharmacy. 
Offers no out-patient clinic work but a didactic 
course in hospital pharmacy. Senior students fill 
the prescriptions in student health service dis- 
pensary. 


State College of Washington, School of Phar- 
macy. Does not at the present time offer any 
work in any one of the three fields. 


University of Washington, College of Phar- 
macy. No work at present. “I know we are los- 
ing a good part of important instruction in not 
being able to offer this type of training to our ad- 
vanced, students.” 


Wayne University, College of Pharmacy. “We 
have never had a well-organized course of train- 
ing in hospital pharmacy, but we are pleased to 
report that plans are now being formulated . . . to 
provide for this deficiency in our course of train- 
ing.” 

West Virginia University, College of Pharmacy. 
“Under our present arrangements it will not be 
possible for us to include this work with our pres- 
ent faculty, but we have reason to believe that 
we shall soon make an addition, then such train- 
ing will be seriously considered.” 


University of Wisconsin, Course in Pharmacy. 
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How To USE AND HANDLE OXYGEN 
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INDE is widely experienced in the use and cor- 
rect handling of oxygen and oxygen appara- 
tus. An important part of the help which this 
organization extends to hospitals is co-operation 
in reducing oxygen waste, simplifying cylinder 
handling, and holding down the expense of oxy- 
gen therapy in general. 
We will be glad to show just how this experi- 
ence and service can help you achieve most 














effective results at lowest cost, and to tell you 
exactly how to take full advantage of the econ- 
omies of using Linde Oxygen, U.S.P. from large 
industrial-size cylinders for medical purposes. 
Helping to work out 
efficient systems for re- 
ducing cylinder han- 
dling and oxygen waste 
is typical of the Linde 
service which brings 
tangible savings to 
many hospitals. 


THE LINDE AIR PRODUCTS COMPANY 


Unit of Union Carbide and Carbon Corporation 
Offices in New York [[q@ and Principal Cities 


LINDE OXYGEN U. S. P. 


The word **Linde”’ is a trade-mark of The Linde Air Products Company 














Hospital Rooms that Invite 
RELAXATION and REPOSE + 
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@ There's an "indescribable something” 
about a hospital room furnished and dec- 
orated by Hill-Rom's artistic craftsmen 
which lends contentment to the patient's 
sojourn. Every detail has been carefully 
worked out to give these rooms a livable 
atmosphere, which defies sickness and 
disease, and yet Hill-Rom furniture is 
practical, too—built and finished for 
hardest hospital usage. Beautifully illus- 
trated book of room ensembles repro- 
duced in full color, will be mailed on 
request, 










HILL-ROM COMPANY, INC., BATESVILLE, INDIANA 
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(a) We give our students a limited amount of 


training in out-patient clinic work at the Wis- 
consin General Hospital. (b) Our students get 
training in hospital pharmacy proper. (c) Some 
training in institute and health dispensing. We 
are enlarging these three types of training for our 
students each year, aided by our Medical School 
and State Hospital. 


Xavier University, College of Pharmacy. “I 
wish to state that Xavier University, with an en- 
rollment of approximately 1050, instituted health 
service last year. Next year we plan on having 
the seniors assist in the student health service 
dispensing. At present our College does not offer 
any training in out-patient clinic work nor in hos- 
pital pharmacy proper.” 

: * % * 

It is apparent from these abstracts that train- 
ing in hospital pharmacy and kindred fields is in 
much the same general condition today as was 
the teaching of clinical medicine in the schools of 
America fifty years ago. From none whatever 
in even some of our good schools of pharmacy is 
reported what may be deemed reasonably satis- 
factory training. 


In general, the attitude of the schools replying 
may be called definitely favorable to the introduc- 
tion of this clinical work where none is now given, 
and its enlargement where it is already operating. 
No school seems fully satisfied with its present ac- 
tivities in these clinical fields. Such findings have 
made the collection of this data a pleasant task, 
and we are grateful to those supplying it. 


But perhaps most interesting of all is the fact 
that today attention is being given in pharma- 
ceutical education to a subject that even a genera- 
tion ago was almost wholly neglected. 


Use of Pharmacy Interns in Hospitals 


As is generally known, some half dozen or more 
of our colleges of pharmacy have found satisfac- 
tory ways and means of having hospitals utilize 
pharmaceutical interns on the same general pro- 
fessional and economic level as are other interns. 
We regard this as a matter of profound signifi- 
cance in the recognition of the professional status 
of our young pharmacists. May we be allowed 
a brief reference to the arrangement we have in 
this connection at the Medical College of Virginia. 


Our chief hospital pharmacist and his two in- 
terns, living as they do with medical interns, ac- 
tually become good teachers of our forty or more 
medical interns in the fields of prescription writ- 
ing, materia medica, new and nonofficial remedies, 
and also in U.S.P. and N.F. drugs and prepara- 
tions. This feature of hospital pharmacy service 
promises much for the future of pharmacy. When 
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the potentialities ot this forward step of educa- 
tion are fully realized, and all the schools have 
availed themselves of all possible opportunities to 
affiliate with satisfactory teaching units in hospi- 
tals, dispensaries, etc., and medical interns are 
thus brought into intimate professional and social 
contacts with well-trained hospital pharmacists 
and interns, we may hope for a far more rational 
therapy than we see around us today. We pre- 
dict that in the next generation these clinical] fa- 
cilities for pharmacy students will be regarded as 
necessary for a well-rounded pharmaceutical edu- 
cation as are wards and out-patient clinics for 
medical and dental students. 


The Pharmacy Curriculum 


The course leading to the bachelor’s degree in 
pharmacy is, in the good schools of the country, 
an unusually well-rounded combination of cultural 
and professional training. Much as in engineer- 
ing, the first two years are given up largely to 
fundamental science courses, plus English, eco- 
nomics, sociology, etc., with just enough profes- 
sional work to introduce students to what is to 
follow in the third and fourth years which are 
given up largely to pharmacy and its closely re- 
lated subjects—materia, medica, pharmacology, 
and the like. 


The dispensing work discussed in this paper 
therefore has its roots deep in chemistry—four 
years of it—general, analytic, organic and biolog- 
ical—physics, biology, botany and comparative 
anatomy, mathematics, physiology and bacteriol- 
ogy. Men and women who survive such strenu- 
ous curricula are therefore fully capable of relat- 
ing their clinical pharmacy to the fundamental 
sciences upon which all health service professions 
are based. They are prepared to take their proper 
place in the prevention, relief and cure of the 
physical ills that so profoundly beset mankind. 
They will not be content to be dispensers of reme- 
dies, however, but may be counted on to be not 
only constructive and intelligent interpreters of, 
but valuable contributors to the armentaria of 
products that must always be used to push back 
farther and farther the encroachments that dis- 
ease is wont to make upon the comfort and hap- 
piness and usefulness of men and women every- 
where. 


Hospital administrators, it is hoped, will see to 
it that more and more their pharmacies are real 
research laboratories, and your hospital pharma- 
cists are seeking everlastingly for a better way 
of doing things. The colleges are rapidly taking 
up the challenge of sending you better men each 
year. Use them, we beg you, as well-trained men 
and women should be used in the field for which 
they are trained. 
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(illustrated below). 












“I want a job operating 
your switchboard!”’ 


- « - and don’t turn me down because I’m out of 
date. | bought this outfit the year your communi- 
cating and signaling system was installed.” 








If your signaling and communication arrangements are no 
longer adequate for the traffic they have to handle, the 
chances are that they could be modernized . . . brought 
right up to 1941 standards, out of maintenance budgets. 
For instance, are you aware of the many new efficiencies that 
can be created in your hospital by installing a Connectacall 
system to provide two-way patient and nurse communication 





Call in the “Connecticut” man, or drop a line to our office. Let us 
tell you how simple, effective, and inex- 
pensive such modernization can be. 
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Controlling Extra Charges 


FRANCIS C. LEUPOLD 


pital conventions one finds that there are 
certain problems that are always con- 
fronting hospital administrators. 


A TTENDING local, state, and national hos- 


The matter of controlling extra charges is one 
that has concerned all hospital administrators for 
a long time. This is particularly true concerning 
pathological laboratory examinations, and the tak- 
ing of x-ray films. We find little abuse of these 
among the pay patients, where all-inclusive rates 
are not used, and the patient is charged separately 
for each such examination that is made. The evil, 
if it may be so termed, is particularly great with 
service cases, where the hospital has to stand 
the entire cost. 


After an experience of one year with a plan for 
the solution of this problem:I am passing it on 
for what it may be worth to my fellow adminis- 
trators. I have limited this study to the depart- 
ment of pathology and the x-ray laboratory. 


Pathologist and Roentgenologist as Consultants 


In effecting this plan, the first thing to be borne 
in mind is the place of the pathologist and the 
roentgenologist in the hospital. I believe in too 
many instances the pathological and x-ray lab- 
oratories are looked upon as a means of assist- 
ing the clinician or diagnostician in making his 
diagnosis. This is a false premise upon which 
to operate. The reports from these two labora- 
tories ought to be used to confirm or refute the 
diagnosis after it has been made, and only in a 
small percentage of cases should the diagnosis be 
made after reports are received from these labo- 
ratories. The indiscriminate frequency with 
which requests are sent to these departments is 
too well known to any administrator of any 
amount of experience. This accounts for the great 
waste of time and material in making useless lab- 
oratory tests and x-ray films. This is particu- 
larly true in re-examinations and re-tests made 
at all too frequent intervals, where the interven- 
ing time has been too short to permit of any 
change in the condition of the patient. 


The system inaugurated in Jamaica Hospital 
about a year ago, and which is working very sat- 
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isfactorily, was begun by sending a letter to every 
man on the attending staff, as well as the house 
staff, with a suggestion that the services of the 
pathological laboratory and x-ray laboratory be 
used less, but that the services of the pathologist 
and the roentgenologist be used more. In other 
words, the pathologist and roentgenologist should 
be used as consultants, and after such consulta- 
tions, if it were deemed wise to make additional 
laboratory or x-ray examinations, then these 
could be written for in the usual way. 


New System Proves a Success 


The result has been that our attending staff 
has been very glad to use the services of these 
two key men as consultants, and has made for 
better clinical cooperation, and has reduced con- 
siderably the number of unnecessary x-ray ex- 
aminations and laboratory tests. 


To adequately accomplish this, the roentgen- 
ologist and pathologist should be full-time men, 
or men who are able to give as much of their 
time as the work in the hospital requires. With 
adequate help by technicians and clerks in the 
respective laboratories, the pathologist and roent- 
genologist are available for more time to study 
the cases clinically with the attending physician. 


This entire procedure does not alter the plan 
of the hospital in relation to the use of the two 
laboratories, but it is conducive to a system of 
better control. And since it has been received most 
graciously by the members of the staffs, and has 
served the purpose for which it was inaugurated, 
we consider it a success. All concerned have ex- 
pressed their hearty approval, and it has made for 
a closer cooperation of the various members of 
the attending staff, not only with service cases, 
but also with private cases, which has been a dis- 
tinct factor in lessening the complaints by patients 
of the amounts of extra charges on their bills. 
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When your rooms need doing or re-doing 
quickly, you want to get straight to the 
, point of manufacture. And that’s here, at 
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Samuel G. Ascher, director of Beth David Hos- 
pital, New York City, for eight years, resigned re- 
cently. Harold M. Salkind, former superintendent 
of the Beth Abraham Home for Incurables, New 
York City, succeeds Mr. Ascher. 
oicslitalaalieniions 

R. Arthur Carvolth is now superintendent of 
the Potsdam Hospital, Potsdam, New York, hav- 
ing succeeded Barbara A. Hunter, who resigned. 


ssuanbaniiieamia 

Lewis N. Clark has resigned as managing direc- 
tor of the Germantown Dispensary and Hospital, 
Philadelphia, Pennsylvania, to answer a call for 
defense service. 

——— 

William E. P. Collins, assistant superintendent 

of Lenox Hill Hospital, New York City, has 


been appointed superintendent of Staten Island — 


Hospital, Tompkinsville, Staten Island, New York, 
succeeding Louis H. Putnam, who resigned last 
fall to accept the position as superintendent of 
Overlook Hospital, Summit, New Jersey. 
a 
S. Pearle Cooper, R.N., assumed her duties as 
superintendent of the Brookville Hospital, Brook- 
ville, Pennsylvania, effective February 17. 
sacealaaniiitit ideas 
Dr. H. Coppinger has been appointed acting 
superintendent of the Winnipeg General Hospital, 
Winnipeg, Canada, and F. W. L. Judge has been 


appointed business manager. 
———_———— 


Dr. Edward L. Crosby has been appointed as- 
sistant director of the Johns Hopkins Hospital, 


Baltimore, Maryland. 
————._ 


F. Ward DeKlyn, for several years treasurer of 
Danbury Hospital, Danbury, Connecticut, recently 
became general manager and executive head of 
the institution. He will have general supervision 
of hospital affairs and look after financial matters, 
thus relieving Anna M. Griffin, superintendent, of 
numerous details and permit devotion of more of 


her time to nursing work. 
—_—_~__— 


Bertha DeLong, assistant superintendent at 
Whidden Memorial Hospital, Everett, Massachu- 
setts, has been appointed superintendent of the 
New Hampshire Memorial Hospital, Concord, New 
Hampshire, effective April 1. Miss DeLong suc- 


ceeds Mrs. Alice C. Cleland, R.N., who resigned. 
a 


Dr. H. S. Dolan is acting superintendent of St. 
Mary’s Hospital, Montreal, Canada, replacing A. J. 
Chopin, who is away on leave of absence for the 


duration of the war. 
—@————. 


Sister Ferdinand, R.N., is superintendent of St. 
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Mary’s Hospital, Quincy, Illinois, succeeding the 
late Sister Tabitha. 


See re Cea ee 

Lucille Ford, formerly assistant superintendent 
of the South Highland Infirmary, Birmingham, 
Alabama, has been promoted to superintendent of 
that institution. Miss Ford succeeds Hattie 
Warlick, who resigned. 


—— 

Max Gerfen succeeds Lucina Reep as superin- 
tendent of the James W. Sheldon Memorial Hos- 
pital, Albion, Michigan. Miss Reep resigned re- 
cently to accept the superintendency of the Wa- 
bash County Hospital, Wabash, Indiana. 


—<————. 
Lulu G. Graves, honorary president of the 
American Dietetic Association, who for some time 
has resided in Berkeley, California, is engaged in 
writing an encyclopedia on foods. Miss Graves 
has initiated a course in teaching nutrition for 
family health in the Berkeley High School, and 
other cities are planning to adopt this course. 
Miss Graves is one of the founders of the Ameri- 
can Dietetic Association. 


‘chapetiiiannies: 

M. Louise Hood has resigned as superintendent 
of Florence Crittendon Hospital, Detroit, Michi- 
gan, after twenty years of service. Mrs. Dorothy 
R. Birdsall has been appointed superintendent to 
succeed Miss Hood. 


siisaihidlladesaai 

William E. Jones, who for several years has 
been a member of the office staff of Sarnia Gen- 
eral Hospital, Sarnia, Canada, has been appointed 
superintendent of this institution, succeeding 
Edward M. Naylor. 


stilt 

Dr. Samuel Lipstein is now the superintendent 
and medical director of the Workmen’s Circle 
Sanatorium, Liberty, New York, succeeding Dr. 
A. A. Karan, who resigned to accept the medical 
directorship of the Beth Moses Hospital, Brook- 
lyn, New York. 


———— 

Miss E. K. Longley, R.N., recently assumed her 

duties as superintendent of the Paulina Stearns 
Hospital, Ludington, Michigan. 


PRG 5 TE ; 
Aaron M. Lopez has resigned as superintendent 
of the Warren General Hospital, Warren, Penn- 
sylvania. 


—_—_~——_—- 

John MacRitchie is administrator of the Hills- 

dale Community Health Center, Hillsdale, Michi- 

gan, and Alice Anson is director of nurses. Mr. 

MacRitchie succeeds Lloyd Chadbourn, who re- 
signed. 


_—_——— se . 
Dr. Herman J. Nimitz was named superinten- 
dent of the Hamilton County Tuberculosis Hospl- 
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tal, Cincinnati, Ohio. Dr. Ernest E. Bishop, whom 
Dr. Nimitz succeeds as superintendent, will be- 
come coordinator of the institution. 
iain 

Charlotte S. Piper, R.N., is the new superinten- 
dent of the Southside Community Hospital, Farm- 
ville, Virginia, succeeding A. Douglas Kincaid, 
who became assistant superintendent of the City 
Memorial Hospital, Winston-Salem, North Caro- 
lina. Miss Piper was formerly superintendent of 
the Fauquier County Hospital, Warrenton, Vir- 
ginia. 


pa Se 

R. E. Raper has resigned as business manager 
of Methodist Hospital of Central Illinois, Peoria, 
to accept the superintendency of the City Hospi- 
tal, Springfield, Ohio, succeeding Van C. Adams 
who became superintendent of Jewish Hospital, 
Cincinnati, Ohio. 


pene en 
M. Louise Sanford, R.N., has resigned as super- 
intendent of Addison Gilbert Hospital, Gloucester, 
Massachusetts. 
a 
Frederick A. Sharp, formerly executive director 
of White Plains Hospital, White Plains, New York, 
has accepted the superintendency of the Margaret 
Pillsbury Hospital, Concord, New Hampshire. Mr. 
Sharp succeeded Mary L. Whittaker, R.N., who 
resigned after serving that institution for seven- 
teen years. 
ieee ati 
C. K. Shiro has succeeded John L. Burgan as 
superintendent of the Citizens General Hospital, 
New Kensington, Pennsylvania. Mr. Burgan re- 
signed to accept the superintendency of the Duval 
County Hospital, Jacksonville, Florida. 
a en 
Jenny Hart Sullivan recently assumed her du- 
ties as administrator of the Ossining General Hos- 
pital, Ossining, New York: Dorothy Daird Nielsen 
had been acting superintendent since the resigna- 
tion of Hedwig H. Hanke. 
spalesAdlieliaatniiinns 
Mrs. Mary J. Taylor, R.N., has been appointed 
superintendent of Marion City Hospital, Marion, 
Ohio, succeeding Margaret R. Parker, R.N., who 
died recently. Mrs. Taylor was superintendent of 
the Wilson Memorial Hospital, Sidney, Ohio. 
iii 
Lillian Walshe was recently appointed superin- 
tendent of the Paul Kimball Hospital, Inc., Lake- 
wood, New Jersey. Miss Walshe succeeds Eliza- 
beth Miller, R.N., who resigned last year. 
‘oie tamale 
Maude Woodard recently assumed her duties as 
superintendent of the Putnam County Hospital, 
Greencastle, Indiana, succeeding Mrs. Sylvia Over- 
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street, who has been acting superintendent since 
Eva Milburn resigned. 
SPE eer 
Dr. Rodney E. Wyman has been appointed su- 
perintendent of the Nevada State Mental Hospital, 
Carson City, Nevada, succeeding Dr. J. C. Ferrell, 


who resigned. 
—_<—————_ 


San Francisco, California—The new Hahne- 
mann Hospital, built on the same site of the old 
Hahnemann Hospital in San Francisco, California, 
was opened on March 1. 

Sialic aliiaiccis 

Denver, Colorado—The new units of the Fitz- 
simons General Hospital, Denver, Colorado, 
erected at a cost of $4,000,000, are nearing com- 
pletion and will be occupied early in the summer. 
This building, which is the largest army hospital 
building in the world, will have 1500 rooms and 
contain seven million cubic feet of space. The 
present bed capacity, subject to increase, is 608 
beds. 


aie cai 

Miami, Florida—The directors of the South 
Florida Crippled Children’s Hospital and School, 
Miami, Florida, have planned a $1,500,000 ten- 
point, three-year program with the first step the 
immediate financing of the $266,000 unit now un- 
der construction. The next step in the plan will 
be the construction of a $450,000 school unit to in- 
clude vocational rehabilitational training for phys- 
ically handicapped children. A nurses’ home, to 
cost $75,000; salt and fresh water pools, to cost 
$45,000; and a research laboratory, to cost $65,- 
000, are included in the program. Provisions will 
be made for a $185,000 unit for the care of negro 
patients. The remaining $259,000 will be held in 
a fund for proposed future building and equip- 


ment. 
——<——_— 


Miami, Florida—The James M. Jackson Memo- 
rial Hospital, Miami, Florida, has been given a 
sum of money by Mrs. John Seybold, in memory 
of her husband, the late John Seybold of Miami, 
for the purpose of installing complete air condi- 
tioning unit in the first floor operating room, and 
a portable air conditioning unit designated for the 
use of postoperative patients, particularly those 
who have had an operation involving the lung. 

ssianaindiilipnaniaes 

Chicago, Illinois—The cornerstone for the new 
$210,000 addition to the Englewood Hospital, Chi- 
cago, was laid on February 16. The new addition 
will increase the capacity by forty beds, and will 
house the maternity section, laboratories, physical 
therapy department, administrative offices, in ad- 
dition to providing a new lobby and entrance. 

scadsiteitliattcaes 

Evanston, Illinois—The Evanston Hospital, Ev- 
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CHARLES S. PITCHER, F.A.C.H.A., Hospital Consultant 
Philadelphia, Pennsylvania Rome, Pennsylvania 
Tel. Stevenson 1135 Tel. Rome 34F111 





POSITIONS WANTED 





THE MEDICAL BUREAU 
M. Burneice Larson, Director 
Palmolive Building 
Chicago, Illinois 


PATHOLOGIST—Academic and medical degrees, eastern 
schools; rotating internship followed by year’s residency 
in surgery; several years’ successful practice; now com- 
pleting three years’ graduate training in pathology. H3-7. 

ADMINISTRATOR—Graduate nurse recognized as one of the 
leaders among nurse executives is available; excellent 
professional training; B.S. degree in hospital administra- 
tion, Columbia; certified public health nurse; in addition 
to four years in executive work with public health or- 
ganization has had three years’ experience as operating 
room supervisor, 200-bed hospital; three years as assist- 
ant superintendent of nurses, 175-bed hospital; and five 
years as administrator of small private hospital; age 38; 
will go anywhere. H3-8. 

LAY ADMINISTRATOR—-Well-trained young man wishes 
assistantship to administrator of fairly large hospital, or 
superintendency small hospital; A.B., M.A. degrees 
(Business Administration); two years’ excellent training 
in hospital administration; age 30, unmarried. H3-9. 

DIRECTOR OF NURSING—Well-trained young woman is 
available for position as director of nurses or assistant; 
B.S., B.N. degrees, candidate for M.A.; graduate train- 
ing in ward administration; several years’ successful 
teaching experience; one year, assistant superintendent 
of nurses and two years, superintendent of nurses, fairly 
large hospital; age 36. H3-10. 

SOCIAL WORKER—B.A., midwestern college; diploma, New 
York School of Social Service; eight years’ experience as 
case worker and social worker with both public and pri- 
vate agencies. H3-11. 

DIETITIAN—B.S. degree, state university; dietetic training, 
university hospital; two years, assistant dietitian, 200- 
bed hospital. H3-12. 





AMERICAN HOSPITAL BUREAU (Agency) 
1825 Empire State Building 
New York City 


Charlotte M. Powell, R.N., Owner-Director 
Specializing in Superior Personnel 


ALL MEMBERS of our organization are—or have been— 
Executives in Hospitals or Schools of Nursing and are 
keenly interested in the intelligent placement of a supe- 
rior type of personnel. 

AS WE charge no registration fee, our service can be a se- 
lective one and applicants are registered on the basis of 
Training, Experience and Personal Characteristics only. 
All information is carefully verified. 

WHETHER YOU are an Executive Officer seeking desirable 
personnel, or a member of the staff wishing to secure a 
more important position write to us and let us help you 
to find what you want. 


NORTH'S HOSPITAL REGISTRY 
Lena North, Director 
Republic Building 
Louisville, Kentucky 


ADMINISTRATOR: Male, age 47; his background of educa- 
tion and preparation coupled with twenty years’ admin- 
istrative experience have made him outstanding in the 
hospital field; very fine in both administration and con- 
struction; has just completed an extensive building pro- 
gram; untiring, always willing to assume new duties. 
Interested in large hospitals only. 


ADMINISTRATOR: Male, age 40, B.Sc. and D.Sc. degrees; 
highest personal and intellectual qualifications; wide ex- 
perience as director of laboratories, also qualified anes- 
thetist; three years in hospital administration. An un- 
usually hard worker, insisting on the highest standards; 
interested in all local, state, and national hospital or- 
ganizations. 

ADMINISTRATOR: Graduate nurse, well known throughout 
the south; fifteen years’ administrative experience; thor- 
oughly conversant with hospital problems and familiar 
with every phase of hospital work; five years in present 
position; would like superintendency 100 to 150-bed hcs- 
pital. 

ADMINISTRATOR: Southern nurse. A.B. degree, splendid 
social and professional background, ten years’ executive 
experience; possesses the highest ideals in combination 
with administrative talent; personality, intelligence, ex- 
ecutive ability are outstanding. 

EXECUTIVE HOUSEKEEPER: Age 39, good social back- 
ground and education; work at Columbia University, 
graduate Lewis Hotel Training School. Has_ studied 
large-scale housekeeping from every angle; recommended 
as being capable of filling any housekeeping position. 

LABORATORY TECHNICIAN: RN-Laboratory Technician; 
ten years’ experience; exceptionally able, competent and 
conscientious; has ability to do original work; prefers an 
appointment near Pittsburgh. 

LABORATORY TECHNICIAN: Male, age 23; three years’ 
College work; about three years’ experience; exception- 
ally well-poised, excellently trustworthy . . . good in all 
departments of clinical pathology. 

X-RAY TECHNICIAN: One year’s training. partial college 
education; five years’ experience: three years in present 
position as chief x-ray technician, 150-bed hospital; 
wants southern location. 

X-RAY and PHYSICAL THERAPY TECHNICIAN: Male, 
age 21. two years at Conn. College of Pharmacy; Asso- 
ciate of Science degree and X-ray certificate Junior Col- 
lege of Physical Therapy: several months’ experience as 
volunteer worker. Excellent references both as to char- 
acter and ability. 
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INTERSTATE HOSPITAL AND NURSES BUREAU 
Mary E. Surbray, R.N., Director 
332 Bulkley Building 
Cleveland, Ohio 


DIRECTOR OF NURSES: B.S. Degree, Columbia University, 
majored in administration. Graduate large Philadelphia 
hospital; 8 years administrative and teaching experience; 
open for appointment June first. 

DIRECTOR OF NURSES: Psychiatric hospital; B.S. Degree, 
Columbia University; graduate large Chicago hospital; 
post-graduate in Psychiatric Nursing; 10 years’ experi- 
ence; also interested in teaching. Mid-western states 
preferred. 

DIRECTOR OF EDUCATION: B.S., M.A. Degree, Columbia 
University. Graduate Boston hospital. Successful ex- 
perience; exceptional teaching ability. 

PRINCIPAL, School of Nursing: College degree; graduate 
Yale School of Nursing; present position 5 years; capa- 
ble; pleasing personality. 


March, 1941 


AZNOE’S CENTRAL REGISTRY FOR NURSES 
Ann Ridley, Managing Director 
30 North Michigan Avenue 
Chicago, Illinois 


ASSISTANT SUPERINTENDENT: Ability relieve anesthet- 
ist desirable; Pennsylvania registration, experience ward 
management advantageous; all graduate staff. H-34. 

DIRECTOR OF NURSES: Must have B.S. degree: staff in- 
cludes Assistant and two Instructors; beautifully located 
eastern hospital, well-rated; $150, full maintenance in- 
cluding attractive apartment. H-35. 

DIRECTOR OF NURSES: Centrally located children’s hos- 
pital; requires degree, pediatric training, teaching and 
supervisory experience; $140, maintenance, excellent 
quarters. H-36. 

EDUCATIONAL DIRECTOR: Qualified teach Sciences; 
teaching background more important than degree; duties 
include complete charge educational program; highly de- 
sirable southeastern city; $130, full maintenance. H-37. 

HEAD NURSE: Experienced, with post graduate in super- 
vision or teaching; 80-bed Wisconsin hospital; salary de- 
pendent qualifications. H-38. 

NURSING ARTS INSTRUCTOR: B.S. Degree required, some 
experience; 600-bed hospital. large eastern city; $150, full 
maintenance. H-39. 

REGISTERED NURSE: Duties include some teaching, as- 
sisting in office; college graduate desirable; lovely Florida 
hospital offers $100, maintenance. H-40. 

SUPERINTENDENT: Attractive New York hospital in pic- 
turesque location; all graduate staff; preferably 35 to 45, 
experienced; $140, maintenance. H-41. 

SUPERINTENDENT: Small Ohio hospital in desirable loca- 
tion; salary dependent qualifications. H-42. 
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